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THE NEED TO CONFORM 


N every society, and in every group within it, there is an accepted standard 
I« every form of behaviour, and a permitted range of divergence from it. 

Eccentricity is tolerated only within certain limits. If it is pushed too far, it earns 
ridicule, ostracism or expulsion from the group. Each of us therefore has a deep- 
seated need to conform, and a rooted unwillingness to depart too far from the 
standards of our group. 

As a consequence, if we wish to change the behaviour of any section of the 
community, it is not enough to try to overcome individual force of habit: we must 
also move the group standards in the desired direction. If we fail to do so, the 
majority will refuse to budge ; or, if they respond at first, will soon revert to type. 
If we succeed, the very group force that previously made the individual most 
resistant to change will now impel him to accept and adopt it. In all health educa- 
tion, therefore, we should assess the influences that oppose as well as those that 
support the changes we wish to effect. Unless we can neutralise the first, our 
arguments, however intellectually convincing they may be, will carry little 
weight. 

How then can we change group standards? There are various alternatives. 
First there is the authoritarian approach: where an existing leader has great 
authority in the field of behaviour concerned it may suffice to convert him; he 
will then impose the new standard upon his group. Next there is the method 
of infiltration from within: selected members of the group are indoctrinated, and 
thereafter subtly introduce modifications, no one of which is so marked as to create 
an instinctive group reaction, but which lead, step by step, towards the new 
level of behaviour. Then there is education from without: missionaries are sent 
into the group to preach the new doctrine, or the group is subjected to a barrage 
of mass propaganda. Finally there is the democratic approach: the group as a 
whole reviews its standards, considers and discusses the arguments for and against 
a move, and reaches a definite decision on the action to be taken. 

In practice, all four methods are used in health education; and even where 
the last is the method of choice, the others will often prepare the way for it. 
There is growing evidence, however, that health education by group discussion 
and decision is the most effective, economical and lasting. Wiseman’s article on 
page 129 of this issue is therefore of outstanding interest to all readers of this 
journal. 
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HEALTH EDUCATION AND 
THE PUBLIC HEAVTH 


By R. C. Wortnpen, M.D., D.P.H., 
D.P.A., Deputy Medical Officer of 
Health, City and County of Bristol. 


Ir is certainly true that if we could apply all our existing knowledge about 
preventable disease there would be untold saving in death, disease and 
ill health. Unfortunately, however, there is always a time lag between 
the discovery of new scientific facts, be they medical or otherwise, and 
their application to the man in the street. Sometimes practical application 
on a large scale is not possible but so often the reason lies in the lack of 
informed public opinion. It has been well said that “ public health is in 
a broad sense participation by the whole community in medical affairs ” 
and that “health protection can move only as fast and as far as public 
opinion will permit.” All in a position to help must therefore do what 
they can to form public opinion on health matters. 

Those who desire to be teachers of health cannot do better than strive 
to further the aims of health education as propounded by Lord Woolton 
in his Presidential address to the Central Council for Health Education 
in 1945. They should “ aim at producing for the individual : 


(1) A new attitude towards health, which is no longer content merely 
to be not ill, but strives to achieve a state of positive abounding health. 

(2) A new sense of responsibility for the health of the community and 
for the health of oneself and one’s family. 

(3) Habits of life which have become part of one’s self and which 
govern the actions which affect one’s own health and the health of 
one’s neighbours. 

(4) A knowledge of 

(i) one’s body and the workings and needs of one’s body and 
one’s mind. 

(ii) the social forces at work upon the community and the indi- 
vidual and the means by which they can be controlled by the com- 
munity and the individual. 

(iii) the way that infectious diseases attack us and how their attack 
can be prevented or, if it cannot be prevented, how the body can 
be prepared to resist it more successfully. 


(5) A great extension of the knowledge of mothercraft, and of all 
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the means that are available for the creation and preservation of the 


health of children.” 


One might have added to Lord Woolton’s list, 

“To correct misunderstanding and confusion concerning illness.” 
for confusion and misunderstanding is very prevalent and probably respon- 
sible for a good deal of mental ill health. 

If we are to know on what public opinion must be better informed, 
however, we must consider in a little more detail some of the outstanding 
instances of the wastage of life and ill health that occur at all ages. 


Preventable Infant and Maternal Deaths 


The Infant Mortality Rate in 1946 for England and Wales was 43 per 
1,000. We know that infant mortality in county boroughs as a whole 
is 14% higher than the average for the whole country and that in rural 
districts it is 13% lower than the average. 

We know that the neonatal mortality rate is 150% higher in the 
Registrar General’s Social Class V (the under privileged group) than in 
Social Class I (the greater privileged group) and that for the 2nd to the 
12th month of life this difference is as much as 400%. When the infant 
mortality rate for England and Wales was 4g, that for Holland was 36, 
for New Zealand 30 and for Scotland 66. When the rate for London 
(1942) was 51, that for Chicago was 30 and for New York 29. We know 
that the stillbirth rate also shows significant regional and social differences. 
What lessons do we learn from this miscellaneous collection of figures ? 
Surely they are these : that high infant mortality is not a necessary accom- 
paniment of urban life ; that the infant mortality rate in this country 
could be greatly reduced if the socio-economic status of all the popula- 
tion approximated to that of Registrar General’s Class I ; that we, in this 
country, have not made the progress in saving infant lives that has been 
made in several other countries. It has been estimated that 53,000 
‘infants’ are lost every year ; of these 20,000 are stillbirths and 18,000 
are neonatal deaths. It is thought that the causes of stillbirths and 
neonatal deaths are more intimately related to the health of the mother 
during pregnancy than are the causes operating later on during the first 
year of life. The Toronto experiment clearly showed the importance of 
adequate nutrition during pregnancy and the effect this might have in the 
health record of the mother during the ante-natal period, the facilitation 
of labour, the production of a smoother puerpereum and the reduced 
illness rate during the first six months of life. On the other hand the 
causes 6f death during the 2-12 months'period of an infant’s life are due 
most frequently to infection of the respiratory or gastro-intestinal tract. 

The revolutionary social legislation which came into force during 
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1948 coupled with the provision of more and better houses will do much 
to iron out the socio-economic differences in the different classes of the 
Registrar General. But this will take many years to bear full fruit. In 
the meantime we can do much by educating the public in general and 
mothers in particular on such matters as an adequate and balanced diet, 
the importance of preventing infection (both droplet and alimentary, 
about which I shall say more later) and in the fuller use of the very effi- 
cient maternity and child health services that are already provided for 
them. 

Maternal syphilis still takes its toll in the production of stillbirths and 
the birth of congenital syphilitic children, whose later years are often 
marred by one or other of its crippling or disfiguring manifestations. 
True, the death rate of infants under 1 year certified as due to congenital 
syphilis has declined to one tenth of what it was thirty years ago but the 
annual wastage of infant lives is still not inconsiderable, and, frequently, 
so unnecessary. It is a sad reflection that even now routine ante-natal 
blood tests for syphilis are not universal. The recent work on Rh incom- 
patibility has shown that a proportion of infant deaths is due to this cause. 
We can reduce deaths from these two causes if only we can ensure that 
every expectant mother has the appropriate blood examination as early 
in pregnancy as possible. 

With the improvement in the maternal mortality rate during this last 
few years—consequent upon the reduction in the number of deaths from 
puerperal infection by the employment of chemotherapy and antibiotics 
—interest in this subject seems to have waned considerably. Yet, in 
1946, 1,048 women, many of them in the prime of life and the potential 
mothers of still more children, lost their lives from pregnancy or child- 
bearing and a further 157 lost their lives as a result of abortions. Con- 
fidential reports on these deaths by local investigators showed that in 
284 out of a total of 769 cases investigated there was an assessable avoidable 
factor. In 70 of these cases there had been lack of co-operation of the 
patient or her friends. 

The continued importance of educating the public in the use of the 
services provided cannot be stressed too often—particularly the use of 
post-natal clinic services, the use of which would prevent a good deal of 
maternal morbidity. 


Communicable Disease 


It has been said that :—‘“* The extent to which epidemic, endemic or 
contagious diseases prevail is the great index of public health. When the 
proportion is comparatively small, the condition of public health is favour- 
able ; when large, it is unfavourable. If, as a class, these diseases are 


100 











ich 
the 


nd 
et, 


ry, 


for 


re 




















HEALTH EDUCATION AND THE PUBLIC HEALTH 


found to decrease, it must be inferred that the general health of the people 
is improving.” This statement is as true today as it was when first 
made by Lemuel Shattuck nearly 100 years ago. 

In so far as the great epidemic killing diseases such as cholera, typhus 
fever and plague have disappeared from our midst and smallpox and 
typhoid fever epidemics are now comparative rarities, we may congratu- 
late ourselves on the state of our public health. However, it is generally 
accepted that we owe our comparative freedom from smallpox to the 
eradication of endemic foci by the past efforts of the vaccinationists and 
to our strict system of sea and airport health control to prevent its impor- 
tation from abroad. Compulsory vaccination has now been abandoned 
for less than 30% of our new born babies were being vaccinated. With 
the removal of compulsion however, it behoves us all to educate parents 
on the continued desirability of vaccination, for we do not know to what 
extent major smallpox would spread in an unvaccinated community if 
it were re-introduced and control were lost of the early cases. Preven- 
tion is still better than cure, for we have no specific cure for this disease : 
the comparatively small upset to young babies is a small price to pay 
for some guarantee against this still very serious disease. 

The occurrence of present day outbreaks of typhoid fever is almost 
always an indication that a typhoid carrier has neglected the elementary 
rules of personal hygiene. The Aberystwyth icecream outbreak in 1946 
with its 209 cases is an indication of the dire results which may follow 
such neglect. 

The conference on Food and Drink Infections held by the Central 
Council for Health Education in 1947 has done much to stimulate public 
interest in a clean food campaign. The facts given at this Conference 
are a challenge to our ability to raise the standards of hygiene throughout 
the whole country. Many of these infections are preventable by strict 
attention to personal hygiene. The size of the problem—for 1944 over 
500 outbreaks of food poisoning, 200 deaths from enteric fever and 
dysentery, 3,700 deaths of children under two years of age from diar- 
rhoea and enteritis—is sufficiently great to merit the expenditure of much 
effort. As Dr. Sutherland pointed out a health education campaign is 
necessary—both short and long term—and the latter should “ begin in 
infancy when life-long habits are established.” If we can impart to the 
public the following facts we shall make an important contribution to the 
short-term Campaign :— 


(1) The importance of hand washing after defaecation and micturi- 
tion and before preparing food. 

(2) The boiling of all raw milk (other than T.T.) before use— 
particularly when used for children. 
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(3) The protection of foodstuffs from contamination by flies and 
rodents. 

(4) The importance of fly and rodent suppression. 

(5) The prompt treatment (with efficient protection) of any septic 
sores or abrasions in the food handler. 

(6) The avoidance of coughing and sneezing into food and the 
finger-licking of wrappers to pack foods. 

(7) The efficient cooking of meat. 

(8) If dried egg is used it should only be used immediately after 
reconstitution. 

(9) The need for more widespread refrigeration for domestic use. 

(10) Avoid using “‘ Rat Viruses” for rodent control. 

(11) A final rinse of crockery and utensils in very hot water for 2-3 
minutes followed by draining and air drying is a better safeguard than 


drying on tea towels. If tea towels are used for wiping purposes they 
should be boiled daily. 


The Infectious Diseases of Childhood 

What of the commoner infectious diseases of childhood ? Although 
the mortality from scarlet fever, measles and whooping cough has fallen 
considerably, their incidence, so far as we know, has not been reduced. 
The aggregate effect of their complications and sequelae imposes an 
additional burden on the community. The improved care and 
nutrition of infants are potent factors in reducing mortality from 
these infections. It is high time that there was a general realisa- 
tion that whooping cough has a case fatality rate six times that of 
measles and twelve times that of scarlet fever and that lack of proper 
attention at home frequently leads to bronchopneumonia and death. 
Vaccines for whooping cough, have not so far, in this country, been proved 
of any great value and the application of measles prophylaxis on a large 
scale is beset with many practical difficulties. Until specific and simple 
prophylactics are discovered it should be our aim to impress on parents 
the importance of trying to postpone the age of attack (by preventing 
contact with known cases of these diseases) until after the age of 5, for 
most of the deaths occur before this age. 

The story of diphtheria immunisation in this country is an excellent 
illustration of what can be achieved by intensive health propaganda and 
health education. Just before the second World War there were upwards 
of 60,000 cases of diphtheria annually and 3,000 deaths. By 1946 it was 
estimated that 60% of children under 15 years had been immunised and 
the cases had been reduced to 12,000 per annum with 472 deaths. Here 
again, there is no cause for complacency for new babies are constantly 
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being added to the population and in turn must be protected if we are 
to eradicate this disease. The fact that we are still getting 12,000 cases 
a year is an indication of the amount of public apathy and inertia that 
can only be overcome by successful health education. Nor should we for- 
get that immunity wanes with the passage of time and parents must be 
taught the importance of ‘ booster doses ’. 


Bovine Tuberculosis 

It is probable that 1,500 to 2,000 people, mostly under 15 years of age, 
die every year from bovine tuberculosis conveyed by infected milk and 
that 4,000 fresh cases occur annually. This has been appreciated for 
many years but we still have our opponents to the universal pasteurisation 
of milk. Our duty is clear: to advocate on all occasions the use of 
pasteurised as opposed to raw milk and, failing pasteurisation, the boiling 
of all raw milk before consumption. 


Respiratory Tuberculosis 

We cannot eradicate respiratory tuberculosis, with its 50,000 fresh 
infections and 19,000 deaths each year, by such simple measures. We 
can, however, do something to prevent the spread of this infection and 
other droplet infections too, by creating an informed public opinion on 
the practical aspects of droplet infection. The recent campaign of the 
Ministry of Health and the Central Council for Health Education with 
its slogan of “ Coughs and Sneezes spread Diseases ” laid the foundation 
stone of this aspect of health education and on this we must build. 

It is worth emphasising that tuberculosis in all its forms ranks as the 
third highest cause of death in England and Wales and that it is respon- 
sible for one third of all deaths at ages 15-19. When we take into account 
the average expectation of life, the aggregate loss of life in man-years from 
tuberculosis is of relatively greater importance than the loss of life in 
man-years from cardiac disease and cancer, because the individuals dying 
in the latter case die at a far later age. 

Now that the facilities for mass-radiography are becoming more readily 
available we should do all we can to persuade the public to make use of 
this service for it is one of the best ways of ascertaining early infections 
and, in the absence of a specific cure, the earlier that cases are treated, the 
greater the hope of recovery. True, we are desperately short of sanatorium 
beds but early cases should always be given priority treatment. 


Cancer 


Many deaths from cancer would be prevented if misunderstanding and 
confusion on this subject could be dispelled. It is neither possible nor 
desirable to inform the public of the diverse symptoms and signs of this 


103 





HEALTH EDUCATION 


disease. It is necessary, however, to impress upon them the importance of 
seeking medical advice when, particularly after middle age, they detect 
some departure from their normal health. Early treatment of cancer in 
accessible sites produces excellent results. It is significant that the medical 
profession in America have the lowest mortality rate from cancer of any 
occupational group. This is thought to be due, not to the low incidence 
but to the knowledge of when to seek early medical advice. 


Home Accidents 


Accidents in the home are another cause of many deaths (probably as 
many as 10,000 a year) which, with a little advice, might have been pre- 
vented. Most of these deaths occur in children under 14 and in old people. 
The annual number of deaths of infants from suffocation is said to have 
increased threefold in the last ten years. The health visitor has a special 
opportunity here : she should be ready with her advice—particularly with 
first babies—on the avoidance of head shawls and soft pillows ; special 
care in the case of weakly babies, and babies with malformations such as 
cleft palate ; the avoidance of feeding while the child is lying down ; the 
proper preparation of feeds ; and the avoidance of excessive use of nasal 
drops. 

Advice to the individual regarding poor eyesight, impaired hearing, 
or muscular inco-ordination may prevent home accidents. Advice can also 
be given on structural defects of the house—in the kitchen, or on the 
stairs ; or advice on defects from disrepair—loose floor boards, defective 
stairs, cracked linoleum and so on. There is a wide and important field 
here for the health visitor to tackle. 


The Study of Normal Health 


No less important than preventable disease and deaths is the widespread 
amount of sub-standard health in the community. As Professor Ryle has 
pointed out we do not know, as yet, what is meant by “health ” or at 
least we have no “ standards which distinguish the individual in ‘ full 
health ’ from the individual with ‘ no demonstrable disease or with early 
illness’.” The maternity and child welfare and school health services have 
presented us for years with large numbers of presumably normal indi- 
viduals to study. Yet we have scarcely concerned ourselves with the study 
of health so much as the detection of early departures from normal. There 
is no doubt that a vast amount of serious disease has been prevented thereby 
but studies designed to discover the range of normal health are needed 
if we are to ascertain how to secure optimum health, both physical and 
mental. To quote Professor Ryle again, “‘ . . . the structures and quali- 
ties of individuals vary remarkably from one to another and with age, sex, 
race and genetic constitution and with the advantages or disadvantages 


104 


















ee. ee on ee) 


~~ “= a aS FV ve 


=e 817 POU Ul —_— (FF OO e—_— — mee (Ff 


re OES: = er YS 











HEALTH EDUCATION AND THE PUBLIC HEALTH 


imposed by time and place and social circumstance.”’ It is our task to find 
out more about health “‘. . . of its manifestations, its incidence, and its 
aetiology. . . .” We, in the public health services, with our access to 
large populations of ostensibly normal people, are in a very favourable 
position for furthering those studies. However, it will be some years 
before hygiology has produced for us the various criteria by which we can 
assess the range of normal or optimal health. 

In the meantime there is every reason why we should continue preaching 
the gospel of health in the light of existing knowledge. The achievement 
of positive health will never be attained without much individual personal 
effort. It is unlikely that our efforts will create a public opinion which 
“‘ refuses to be bullied into health.” This was one of the main reasons for 
the failure of the Public Health Act of 1848 but we are now fairly safe in 
assuming that the vast majority of the population is only too anxious to 
achieve and maintain good health and will put themselves to a good deal 
of trouble in the process. 

A hundred years of effort have still not provided man with perfect 
environmental conditions in the town, at his work, and in his home but 
we now have a better understanding of the defects that may result from 
these imperfections and in consequence can often do much to dffset them. 

The basic essentials of health are fairly well understood and include 
a healthy environment, with all that this implies, an adequate and balanced 
diet, exercise and work short of producing chronic fatigue, adequate sleep 
and rest to allow the body and mind to recover from fatigue, adequate 
leisure time to refresh body, mind and spirit and attention to the rules of 
personal hygiene. Given all these, man will be a good way towards the 
goal of positive health. True, he may be handicapped by his inheritance 
but, apart from a few well defined hereditary diseases, it is now thought 
that the effects of heredity have perhaps been over-emphasised. 


Heredity and Health 


The science of eugenics is still very much in its infancy but it already 
has important lessons to teach us. There is fairly general acceptance of 
the view that such individuals as ‘ hereditary criminals’, ‘hereditary 
immorals’ and ‘ hereditary undesirable types’ do not exist. It would 
appear that heredity determines the possible range of life, health and 
vigour for the individual but that environment will ultimately deter- 
mine the level achieved. By the encouragement of the mating of physi- 
cally and mentally healthy individuals of average or above average intel- 
ligence, by discouraging the mating of the reverse types of individuals 
and by improving the environment, it is hoped that the level of human 
health and happiness will gradually be raised. The general improvement 
in environment has now been going on for the past hundred years and 
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we are still making strenuous efforts to produce further improvement, 
but we are not sufficiently sure of our facts to try to enforce any policy 
of ‘ positive’ and ‘ negative’ eugenics. Such a policy was pursued in 
Nazi Germany with such fiendish tenacity as to outrage the civilised 
world. We can, however, short of enforcement, encourage breeding 
among people who could be expected to have children superior to the 
average and discourage breeding among people who cannot be expected 
to have the normal chance of healthy children. 

It is by no means certain that the present day trend in the level of 
human fitness and intelligence is upwards ; indeed there is some evidence 
to show that so far as intelligence is concerned, the trend is downwards. 
Our policy of social security tends to protect the sections of the popula- 
tion which are less favoured mentally and physically, and it is this 
section which seems to have the large families. It is important that we 
should know whether this really is the case. In ‘problem families’, 
almost invariably large families, there is an appalling environment, the 
parents of the family are frequently substandard mentally and many of 
the children, who receive an atrocious upbringing, also seem to have a 
low intelligence. So far, no one has produced a satisfactory solution 
to this problem. The laudable attempts of the Pacifist Service Units to 
provide a satisfactory environment and some degree of training have not 
met with a great deal of success for only one in ten of their families 
showed sustained improvement when assistance and supervision was 
withdrawn. It may be that no short term policy will ever be successful 
in these cases but that with sustained care and assistance over several 
generations their numbers will be gradually decreased. 

I have no doubt that there are many personal and environmental fac- 
tors affecting health which I have not considered. I have made only 
the briefest references to nutrition and mental health and yet these are 
subjects of the greatest importance, a proper understanding of which 
will strengthen us in our task of promoting positive health. 

There are no sharp dividing lines between disease, normal health and 
positive health ; mental health and physical health are not distinct and 
separate entities. All act and react upon each other. We have still 
much to learn ; but even with our limited knowledge, we can, if we 
will, do much to prevent many deaths and a great deal of disease and 
ill health and to educate individuals into a healthier and happier way 


of life. 
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THE PROBLEM $F 
DIABETES MELLITUS 


By S. L. Simpson, M.A., M.D., 
F.R.C.P., Physician in Charge Diabetic 
Dept., Willesden General Hospital 


Accorp1N¢ to Joslin, this disease affects one million people in the United 
States of America, and it is estimated by the Diabetic Association (Miss Iris 
Holland-Rogers—personal communication) that there are probably some 
200,000 diabetics in the United Kingdom. The disease may occur in 
childhood and throughout life, but Joslin recalls that fifty per cent of 
cases occur over the age of 55. It is well-known that obesity predisposes 
to diabetes in later life, but it is probably more correct to state that an 
endocrinopathy (usually pituitary) leads to both obesity and diabetes. 
Until recently diabetes mellitus was regarded as a primary disease of 
the islets of Langerhans of the pancreas, a view which was based on 
experiment and the production of insulin from the pancreas. It is now 
known that disorders of the pituitary gland and the adrenal glands may 
be primary causes of diabetes ; and one case of clinical diabetes on insulin 
was completely cured by the removal of an adrenal gland tumour. In 
this case there were no other features of glandular disease (endocrino- 
pathy) and the adrenal tumour was found on routine examination. In 
other adrenal and pituitary syndromes, diabetes mellitus is a complicating 
feature, and is cured by the radical treatment of the primary endocrino- 
pathy. Since adiposity is associated with pituitary and pituitary-hypo- 
thalamic syndromes, the occurrence of diabetes mellitus in fat middle-aged 
people is probably a major endocrine disorder ; and even the primary 
pancreatic islet disease of earlier life in people who are thin, or not unusu- 
ally fat, should be regarded as one of the endocrine deficiency diseases, 
the pancreas being no less an endocrine organ than the thyroid or ovary. 
One can even go further and suggest that since the majority of diabetic 
children are taller at the onset of the disease as compared with non- 
diabetic children, and have an advanced bone age, the pituitary is the 
primary aetiological factor, even in childhood diabetes, especially as a 
history of infection is only found in some 20% of cases. The fact 
that diabetic mothers have big babies, and the recent observation that 
an abnormally large proportion of women who have big babies develop 
diabetes mellitus some years later, again shows the complicated character 
of this problem, and the importance of the endocrinological background 
and constitution in the aetiology and diagnosis of diabetes mellitus. 
Experimental evidence (Young) shows that if pituitary extracts are 
injected into an adult dog, this animal will at first show high blood sugar 
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and sugar in the urine only as long as the injections go on, but at a 
later stage, even if the injections stop, the dog will have permanent 
diabetes, and a post mortem will show destructive lesions of the islets 
of Langerhans. Since this can be prevented by the giving of insulin and 
also prevented or modified by low calorie diets, it suggests that the islets 
are overworked in attempting to counteract the resulting high blood 
sugar, and that the islets then undergo exhaustion atrophy. This suggests 
that whatever the original endocrine cause of the diabetes, if it be other 
than a primary islet cell lesion of the pancreas, the ultimate picture and 
disease is that of pancreatic diabetes. It also indicates from a preventive 
angle that if fat people keep on a low calorie diet they are less liable 
to develop diabetes mellitus. 


The Part Played by Heredity 


In general, however, there seems no greater chance of preventing the 
incidence of diabetes mellitus in the general population than there is of 
any inherited disease, or constitutional endocrinopathy, other than by 
studying the laws of heredity in so far as they affect marriage. The 
general view is that diabetes mellitus is inherited as a Mendelian recessive. 
R. D. Lawrence takes the view that this is not proved, but recognises 
that heredity must play some part as a predisposing cause. From our 
knowledge of endocrinopathies in general, and their strong familial ten- 
dencies, there is no doubt about this latter statement, and as a working 
proposition, even if not completely proved, the Mendelian recessive view 
can be accepted. This means as a theoretical calculation that if a diabetic 
marries a diabetic, 100 per cent of the children should have diabetes ; if 
a diabetic marries a carrier of the diabetic genes, that is a non-diabetic 
person who has diabetic relatives, fifty per cent of the children should 
have diabetes ; if a carrier (who himself is non-diabetic) marries another 
carrier (who herself is non-diabetic) 25 per cent of the children should 
develop diabetes. Now in actual fact the situation is by no means so 
pessimistic, and actual figures over a large series were not 100, 50 and 
25 per cent, but 25, 12 and 4 per cent respectively, which bear the same 
relative proportion as the higher number. These actual numbers are 
partly determined by the fact that small families might fail to reveal a 
diabetic incidence that would be manifest if the number of children 
were increased, and partly to the fact that the endocrine lesion predisposes 
rather than absolutely determines, other factors, e.g. diet, infection, 
anxiety, being contributory. As to diet, Allen showed many years ago 
that animals from whom a portion of pancreas had been removed 
developed islet cell lesions and diabetes if the diet was excessive in carbo- 
hydrate and protein, but on low calorie diet they escaped. As to infec- 
tion, this increases the need for insulin in a diabetic, and it is quite prob- 
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able that infections, particularly virus ones, adversely affect the islet cells 
of the normal individual as they do other endocrine glands. Recently a 
case of diabetes mellitus followed malaria, and the parasite was demon- 
strated in the pancreas at autopsy—a rarity. As to emotion and anxiety, 
the cliché “‘ the incidence of diabetes in New York goes up as the Stock 
market falls’ has worn thin, and is not universally accepted. However, 
emotional glycosuria appears at examinations and under physical as well 
as mental stress, and apart from secretion of adrenaline by the adrenal 
medulla, we now know that the adrenal cortex secretes a diabetogenic 
hormone under stress and strain. In any case a really practical pro- 
phylactic scheme among people congenitally predisposed would be diffi- 
cult to devise, and probably quite unacceptable in actual practice, outside 
a more generally applicable philosophy of life. There is, however, a 
strong argument against diabetics marrying diabetics, and all diabetics 
should try to remember that if they marry a normal individual with no 
diabetes in the family, none of the children will inherit diabetes, although 
they may transmit a tendency. 


Influence of Insulin 


The influence of Banting’s discovery of insulin in 1921 on diabetes has 
been enormous. As a general rule insulin is essential for all young 
diabetics, and also necessary for the older adipose diabetics when diet 
alone fails to control the blood sugar level. Insulin has lowered the rate 
of mortality from diabetic coma from 60 per cent to less than 3 per cent. 
Diabetics not only have increased their former expectation of life by some 
twenty-five years, but they can, when taking insulin, live on a more nor- 
mal diet, taking 250 to 300 gms. of carbohydrate per diem instead of the 
pre-insulin 50 gms. of carbohydrate and nauseating high fat diet. I 
remember visiting Vienna about 1927 when Porges and Adlersburg began 
to put their diabetics on more normal diets, e.g. up to 400 gms. of 
carbohydrate a day, and I have always followed the view that if a diabetic 
must have the bother of insulin, he or she should at least enjoy an 
approximately normal diet in quality, character and quantity, although 
complete freedom from moderation and restraint will lead to disaster. 
During the war, seeing that the rations of protein and fat were limited 
anyhow, it became the custom in many diabetic clinics to be concerned 
only with the quantity of carbohydrate, and although this is not strictly 
scientific, in practice it appears to work, and lessens the burden of dietetics, 
although in more plentiful days we may again have to renew old teach- 
ings on this score. It is now more usual for diabetics to die of the 
diseases that affect the rest of mankind than from their diabetes, but they 
are more prone to tuberculosis and to arteriosclerosis. As regards the 
former, special care should be taken as to contacts with the disease. As 
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to the latter, no less than 70 per cent of diabetics die from arterio- 
sclerosis and its complications, and even under 40 years of age this is the 
commonest cause of death. In Joslin’s Clinic, Dr. Priscilla White found 
that of 220 cases in whom onset of diabetes was in childhood before the 
age of 15, and who had been followed for 20 or more years, only 17 
were completely free from vascular disease. There is reason to believe, 
however, that most of these had been ill-controlled after leaving the clinic ; 
and the best but not invariable protection against arteriosclerosis is con- 
stant control by insulin, to avoid high blood sugar and lipaemia. Since 
arteriosclerosis may result in infection of the feet and even gangrene, 
all diabetics, particularly older ones, should be especially instructed in 
the hygiene of the feet. When infection does occur, penicillin has proved 
invaluable and even with gangrene it permits localisation and local 
surgery, which previously was highly dangerous. 

Pregnancy among actual diabetics was relatively rare in pre-insulin 
days, and when it did occur abortion was common. Among pregnant 
diabetics the maternal death rate was 27 per cent, and the baby death 
rate 45 per cent. In modern times the maternal death rate in diabetics 
is less than 1 per cent, and nil in some small series, but the baby death 
rate has not been dramatically reduced, records varying between 20 to 
40 per cent. However, a greater knowledge of the toxaemias of preg- 
nancy to which diabetics are more prone, and the use of the hormones 
oestradiol and progesterone, has in some clinics reduced the foetal or 
baby death rate, under careful supervision, to more normal figures. 


A Normal Life for Diabetics 


On the whole, the introduction of insulin has permitted diabetics to 
live a regulated but normal existence, and they play their part, without 
undue allowance for their corrected metabolic disorder, in all forms of 
human activity. The combined use of zinc protamine and soluble insulin, 
and the use of globin insulin have made this even more possible since 
their action is a prolonged one, and only one injection daily is required. 
Diabetics are now accepted for superannuation by more enlightened 
organisations, including the Civil Service, and for qualified or limited life 
assurance. The greatest service their fellow men and women can render 
to diabetics is to treat them as ordinary human beings and ordinary 
citizens. There is one small point worth bearing in mind, namely that 
diabetics on insulin may get very irritable if they cannot get their food 
at the right time, because of hypoglycaemia, but this is true of many 
normal individuals. It would be idle to deny that diabetics do not have 
additional problems of living and psychological adjustment. They do, 
but the more intelligent manage very well indeed. In fact in some ways 
they gain in a deeper understanding of life, and a more philosophical 
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THE PROBLEM OF DIABETES MELLITUS 


approach to its vicissitudes. The Diabetic Association, with offices at 
152, Harley Street, London, W.1., now has over 14,000 members, and 
it has played a very large part through its activities and its Quarterly 
Journal in giving diabetics a great deal of information and advice outside 
that which might be gained at an ordinary medical consultation. It has 
a mixed lay and medical executive council, a medical advisory com- 
mittee, a dietetic committee, and a very efficient secretariat. It has 
instituted convalescent homes for diabetics and a residential school for 
children. The Ministry of Education Survey recently indicated that there 
are 1,200 diabetic children in the country, and 10 per cent need periods 
of special residential accommodation as their parents are unable to look 
after them adequately from the diabetic angle. Nothing can be more 
gratifying than to see a diabetic child grow in strength, character and 
knowledge, and perhaps become captain of his school and later a valued 
and important citizen of his country. 
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SOME PHYSICAL ASPECTS OF HOUSING 


Dr. T. C. Angus has asked us to point out two small corrections that should 
be made in the table of heating costs published in his article on page 17 of our 
January issue. 


The improvement in household grates specially designed to burn coke is com- 
mensurate with the improvements in modern coal fires and gas fires, and the 
efficiency of a good coke fireplace may be taken as 35 per cent rather than the 25 per 
cent originally quoted. From this the cost of one therm of heat supplied into a 
house by a coke fire would be 11.6d. rather than the 16.2d. quoted. 


Furthermore the price of furnace coke boiler nuts, suitable for a domestic central 
heating system, should have been taken as 103/8d. a ton: this would result in 
heat at 6.85d. a therm instead of 8.05d. 


No reference was made in the original short article to the promising develop- 
ment of ‘ background’ heating of the less-used spaces in a house by heat that would 
otherwise be wasted. This is referred to in Post-War Building Studies No. 109, 
Heating and Ventilation of Dwellings (H.M.S.O.), where the advantages of this 
method are discussed ; small fires or radiators may be used for local ‘topping up’ 
when people want to sit down elsewhere than in the main living room, the 
background heating system taking care of the main heat losses. 
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) MILESTONES IN MEDICINE 


7. SOME SURGEONS OF 
THE MIDDLE AGES 


By E. AsHwortH UNpErwoop, M.A., | 


B.Sc., M.D., D.P.H., F.L.S., Director, 
The Wellcome Historical Museum ; 
Hon. Lecturer University of London. 


As with anatomy and so many other things, the surgery of the post- 
classical world originated in Bologna. Like other city-states, Bologna 
sent contingents to join the crusading armies in the Middle East and 
in Africa. They had as their chief surgeon a man named Hugh, who 
had been born at Lucca. If Hugh wrote anything, it has been lost. 
But from what his son tells us, he must have been an expert surgeon, 
with a wide knowledge especially of the treatment of fractures. One 
thing is fairly certain. In the tents of the wounded pints of pus must 
have flowed from those who were treated under his direction, for in the 
treatment of wounds he used plasters and ointments, which led to sup- 
puration and all its consequences. This was the recognised method of 
treatment in the early Middle Ages. 

Hugh had a son called Theodoric (1205-98) who was a bishop as well 


as being a surgeon. In many things his practice was quite the opposite of 


that of his father. For example, he thought that wounds were best treated | 
by simple dressings, in order not to promote the formation of pus. This | 


practice had been recommended by Hippocrates, but had been forgotten. 
It was the method of ‘ healing by first intention’, which was to become 
the foundation stone of Listerian surgery. Theodoric is also notable for 
having given the first description of the ‘ soporific sponge ’, which was 
used to produce sleep during operations. A sponge was soaked in drugs 
such as mandragora and opium and dried. Before an operation a sponge 
was dipped in hot water and then held to the patient’s nose. 

A third great surgeon of Bologna was William of Saliceto (1210-77), 
so called from his birth place. The Arabs had whenever possible sub- 
stituted the cautery for the knife, but William re-introduced the knife. 
He was also well known for his work on severed nerves, and for his 
description of dropsy. 

The centre of the surgical scene now shifts to Paris. ‘Towards the end 
of the 13th century there was working at Lyon an Italian called Guido 
Lanfranchi (Lanfranc) who had been exiled from Milan. He had written 
a small book on surgery—the Chirurgia Parva. In 1295 he moved to 
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MILESTONES IN MEDICINE 


Paris, wrote his Chirurgia Magna, and became the leading French sur- 
geon. But the most famous surgeon of the Paris school—and indeed 
the most famous of all surgeons of the Middle Ages—was Guy de 
Chauliac (1300-67). Guy had a very wide experience at Montpellier, 
Bologna, at Avignon, and finally at Paris. His great work, the Chirurgia 
magna, embodied nearly all that was known of surgery in his time, and 
remained the standard work for nearly two centuries. Nevertheless, we 
now know that Guy really did surgery a great dis-service. Instead of 
continuing the use of simple dressings for wounds, which had been 
recommended by Theodoric, he went back to the messy salves and oint- 
ments. His authority was so great that this false step on his part delayed 
the progress of surgery for three centuries. 


A NEW EXHIBITION SERVICE 


An interesting new service for Local Health Authorities was recently introduced 
by the Central Council for Health Education. From the beginning of May, all 
such authorities in England, Wales, and Northern Ireland were able to obtain from 
the Council, on free and indefinite loan, a transportable exhibition stand, together 
with the first of a series of sets of exhibition material for use therewith. 


The Central Council will change the exhibition material for use with the stand 
at regular intervals of two months. Local Health Authorities are thus provided 
with a constant exhibit on one aspect or another of health education, which, by 
reason of its portable nature, they can show throughout their area at a number of 
pre-selected sites as a regular feature of their health education work. 

The first four sets of material deal with :— 


(a) Diphtheria immunisation. 

(b) Local Health Authority Services under Part III of the National Health Service 
Act, 1946. 

(c) Food and drink infections. 

(d) Sleep. 


A further series of four is in preparation and others will be added so as to 
maintain a constantly changing supply. This new service to Local Health Authorities 
is provided entirely free of charge. It has already been warmly welcomed by 111 
of the 153 Local Health Authorities in Englahd, Wales and Northern Ireland and is 
in use in most parts of the country. A photograph of the stand is shown on the 
opposite page. The topic displayed in this case is that illustrating the Local Health 
Authority Services under Part III of the National Health Service Act, 1946. It will 
be seen that the treatment is, in part, three-dimensional. 
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SEX EDUCATION AND THE 
ADDITIO YEAR 


By H. G. Tucnier, Cottesmore 
Secondary School, Nottingham. 


Instruction in basic skills is no more the sole aim of present-day school- 
ing ; teachers today try to develop the full character of their pupils. 
Now sex is a matter of great importance for the adolescent, and any 
education purporting to cater for the child’s complete personality must 
keep this point in mind. The need for sex education has therefore been 
widely recognised, but there still prevails some difference of opinion 
as to how it should be carried through. This article sets out to contribute 
to the question of approach with special reference to the additional year 
in the modern secondary school : At what age should sex education take 
place ? Should it be formal or informal ? Is it to be given by itself 
or is it to be linked with other work ? 

In the average boy and girl, interest in sex matters awakens between 
the eleventh and twelfth years of age. Unless information is given during 
that stage by persons qualified to do so, the child will seek to obtain his 
knowledge from other sources with usually anything but desirable results. 

The person who is, by nature, predestined to give sex guidance is the 
father or mother of the child. Under present circumstances, however, 
many parents shirk this responsibility or are too ignorant and inhibited 
to discharge it in the necessary impersonal and detached way. Thus it 
is the teacher on whom the task usually devolves. Since today in an 
average form of a modern secondary school no more than one third of 
the total number of pupils will have sex guidance at home, it is impera- 
tive that a relevant school course be held some time after the children 
have reached the age of 11+. 

The information necessary at the early stages of adolescence essentially 
consists of an explanation of the anatomy and physiology of the sex 
organs ; an outline of reproduction, pregnancy and birth ; and a discus- 
sion of the phenomena of puberty. The course, if possible, should be part 
of the normal biology scheme and should be kept no less and no more 
formal than any other topic within this subject. The basic attitude might 
conceivably be: just as we have learned about, say, wasps, sea plants 
and human digestion, so are we now learning about yet another activity 
of living things. Since schools now try to relate ali learning to the child 
himself the pupils will not be surprised to hear extensive references to 
the importance of reproduction and adolescence as regards their own 
bodies. 
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SEX EDUCATION AND THE ADDITIONAL YEAR 


During the course some of the emotional aspects of sex will also come 
| up, though probably only on a rather elementary level. The treatment 
| of these more personal sides of the topic must depend entirely on the 
| questions the pupils ask and on the form’s response. Discussions should 
fe | never be refused and information never be withheld ; on the other hand, 
the teacher should not, under any circumstances, go further than is 
) required by the pupils’ needs. It must always be kept in mind that to 
force sex information on children who are not ready for it is even more 
dangerous than to shrink from topics for which there is a genuine 
ly | demand. 

st But a consideration of reproduction or of the phenomena of puberty 
by no means constitutes sex education in itself. Such facts, while provi- 





o- ding the necessary and indispensable basis for sex guidance, represent only 
te the modest beginnings of a course which has to deal with far more com- 
arf plicated questions. To write about the possible contents of sex education 
* would be a very difficult matter indeed and no attempt is made here to 


go into any detail, but most people will agree that the following should 
| be amongst the more obvious topics: The nature of the sex urge, the 
en i need to guide the sex instinct into socially acceptable forms, the value 
ng ; (and the limitations) of relationships between men and women, the 
us| __ essentials of courtship, engagement and married life. 

It is agreed that questions of such a nature cannot be discussed at the 





age of 12, when interest in sex matters at first appears. Some realisation 
<r, || of the problems involved, and far greater emotional and intellectual 
ed | maturity than exists when the child is 12, are needed before discussions 
It} about such matters can be attempted. 14+ is still an early age, but pupils 
an || at that stage are already on the threshold of adult life arid usually quite 
of |} capable of grasping at any rate some of the points in question. That is 
xxi why the additional year is of such importance also in connection with 
en sex education and why, under no circumstances, should the chance be 
5 missed to resume sex guidance in the fourth year. 
uly 
= The Older Adolescent 
<0 From what has been said before it will be clear at once that there 
exists a vital difference between sex teaching for the 12 year old and for 
“ee the pupils of 14+. At the earlier age we are mainly concerned with 
pnt imparting facts and creating an attitude, and the approach, therefore, has 
_ to be in line with the approach prevailing in other subjects, emphasis 
on being laid on the similarity between reproduction and other biological 
me phenomena. At 14+ we have to deal with questions of individual and 
by social behaviour, and in this connection four principles should be borne 
ee in mind: 1. the discussion should originate entirely from the pupils 

themselves, 2. the work should be quite informal, 3. the personal aspects 
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of sex should form an important part of the considerations, and 4. the 
sex topics should be linked with other questions of behaviour and conduct. 

The first two points are rather obvious, Unless a class feels the need 
to discuss sex problems, any attempt to examine them may do more harm 
than good and will, at any rate, almost certainly collapse. If the boys 
and girls, however, do wish to discuss what must be their innermost 
problems, no rules of decorum should stand in the way of a really 
genuine airing of views. The fact that sex education should be spon- 
taneous and informal does not mean that the teacher should sit back and 
wait until an occasion for the necessary discussions happens to come 
along. Opportunities can and should be created. To start with, the 
teacher must try particularly hard to establish a bond of confidence 
between himself and the class. He must, further, make it quite clear 
that he would not hesitate to examine any problem with them (nihil 
humani mihi alienum est). Since questions of sex are often brought up 
anonymously, at least at first, it should be possible for all members of 
the class to submit enquiries without having to sign their names. Lastly, 
subjects should be chosen for general debates, brains trusts, question- 
naires etc. which, while certainly not initiating sex discussions directly, 
could be used for such a purpose if the pupils so wish. 

Since at 14+ the adolescent may already have become entangled in 
the emotional web of sex, or may shortly have this experience, the teacher 
should help the class towards a clear understanding of the relevant ques- 
tions and put the whole complex into its proper perspective. Sex prob- 
lems, further, do not occur in isolation. They are intimately connected 
with the wider problems of individual development and of the adolescent’s 
adjustment to society, and the teacher should help the pupils to see them 
in this combination. A person’s attitude to sex is only one part of his or 
her character and thus must be related to his or her other activities— 
education should not aim at developing only certain aspects of personality 
but at co-ordinating the whole life of a person. 

Now in what context should sex education at 14+ take place ? The 
answer is that almost every subject of the additional year should lend 
itself to the inclusion of moral education and therefore also of sex educa- 
tion. The present writer teaches civics to the fourth year boys of a large 
modern secondary school. In addition to the work on a main project 
(some local or national service like ‘‘ Municipal Transport” or “‘ The 
G.P.O.”) a few periods are always set aside for an exchange of opinions 
on work, leisure, interests etc. The innocent (or innocent-looking) ques- 
tion: “ Do you prefer to be alone or in company ? ” in one of the first 
questionnaires, immediately resulted in a debate on mixed friendships, 
and this topic, in turn, brought up many similar ones. But the boys were 
not content with problems of sex alone: we have also talked about the 
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SEX EDUCATION AND THE ADDITIONAL YEAR 


moral principles underlying friendship in general, about tolerance to other 
people’s lives and what might be God’s will in this connection. Colleagues 
have had similar experiences with the teaching of Scripture, History, 
English—and the consideration of the life of savages which was taken 
within the Geography course. 


Summary 

Briefly, then, sex education in schools should be carried out in two 
parts. It should begin when interest in sex first becomes clear (at the 
approximate age of 12) by setting out, during ordinary lessons, the simple 
facts of reproduction and, as far as there is need, their emotional aspects. 
Sex education should be resumed in the additional year, through free and 
informal discussions on the deeper roots of sex conduct with due regard 
to the wider questions of attitude and behaviour. All the time much 
depends on the personality of the teacher—but this applies to education in 
general and only has added significance in such vital and essential work 
as sex education. 





THE NATIONAL MARRIAGE 
GUIDANCE COUNCIL 


Presidents : THe Lorp BisHor or Lonpon, P.C., D.D. 
Tue Lorp Horner, G.C.V.O., M.D., F.R.C.P. 


In 1938 the original Marriage Guidance Council was formed, “to foster success- 
ful marriage and parenthood.” By 1943 it was possible to open in London the 
first marriage guidance centre. This has since become the pattern for work in 
other towns and cities in Britain, and, latterly, in other lands also. 

By 1947 about 100 local M.G.C.s were in operation throughout the country, and 
these united to form the National Council. More recently, a Scottish M.G.C. has 
been formed. All accept the same aims and principles, and conform in their work 
to an agreed standard. They have been given full Government recognition, and 
the N.M.G.C. receives grants-in-aid through the Home Office. Nevertheless the 
Council remains in the fullest sense a voluntary society. 

The work of marriage guidance falls into three sections—general education for 
marriage, specific marriage preparation of engaged couples, and marriage counselling 
to help husbands and wives in difficulty. Those who undertake the latter task 
must submit to a carefully worked out process of selection and training. 

Membership of the Council is open to subscribers of 10s. or more annually, who 
receive monthly the bulletin “ Marriage Guidance.” Among its services the 
N.M.G.C. runs a Book Room for the sale of sound literature on sex, marriage, and 
the family. P 

Headquarters: 78, Duke Street, Grosvenor Square, London, W.1. (Tel. MAYfair 
2731-2.) 

The sixth in a series of notes on major voluntary organisations that undertake 
health education work. 
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EDUCATION FOR / 
ADJUSTMENT Ti 
AGEING 


By Crarx Tissitts, B.S., Director of 
the Institute for Human Adjustment, 
University of Michigan. 


In both Britain and the United States older people are increasing. The 
proportion of persons 60 years of age and over in the United States will 
reach 17 per cent by 1980 compared to 6 per cent in 1900. In the British 
Isles 20 per cent will be in the old age group by 1979 as against about 
5 per cent in 1901. Numerically, there are 6 million such persons in 
Britain and 14 million in America at the present time. 

These changes are even more striking when they are considered in 
parallel with the tremendous reduction in manpower required to pro- 
duce the goods and services needed in the two countries. In a hundred 
years the productivity of the American worker has increased five-fold while 
the weekly hours of work have dropped from about 70 to around 40. 
The figures for Britain are becoming equally impressive. 

Adult ageing creates serious problems for the individual and for society, 
some of the more difficult ones arising from the paradoxical situation 
described above. Employers with labour surpluses have tended to dis- 
criminate against the older in both layoff and hiring. Retired workers, 
including wives and widows without adequate means of support, have 
increased even faster than the population. Two-thirds of the aged require 
financial assistance. Ten million Americans are placed in the position 
of feeling dependent upon others and are still unable to meet normal needs. 
Society is now having to struggle with the problem of providing even 
minimum support. Both the Rowntree document and the American 
Stettinius report insist that neither country can long afford to support 
retired populations of great size. 

Another phase of the same problem is that there are now large groups 
of persons, quite able in body and mind, in both countries who are 
deprived of feelings of usefulness to themselves and to others and who, 
consequently, are unhappy and, often, bitter. Relatively few have been 
able to develop satisfactory substitute activities. While there has been 
much urging of hobbies, such interests seldom provide opportunity for 
financial return nor do they enable the individual to feel that he is making 
a contribution. The effect of this discontentedness upon society is not 
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EDUCATION FOR ADJUSTMENT TO AGEING 


yet as clearcut as is that of having to provide financial support but it is 
becoming more real as the number of idle persons in later maturity 
increases. 

There are other problems. The retired worker or housewife tends 
to be removed from all sorts of activity and responsibility even to the 
point of finding their grown children willing to manage their lives for 
them. Thus, instead of finding a value placed upon their long years of 
experience they often discover that nothing they have to offer is desired. 
Many become completely devoid of recognition for their worth as human 
beings. 

The effects of the tendency to remove older people from participation 
in any type of affairs are aggravated further by the dispersion of their 
children and the death of spouse, relatives, and close friends. Older 
people, then, find it more and more difficult to obtain the response from 
intimate associations of the kind to which they have been accustomed 
since babyhood. So, too, most of them have been too busy during their 
productive years to broaden their interests, and communities afford little 
along this line for them. 

Finding suitable living arrangements represents another difficulty. 
Most wish to retain the responsibility for management of their own homes 
and lives and they realise the dangers inherent in living with married 
children. Independence is not compatible, however, with the need for care 
and protection when illness or infirmity appears. Older people need 
smaller quarters devoid of hazardous conditions. Large-scale housing 
has had the undesirable characteristic of removing older people from the 
surroundings in which they have their remaining friends and interests, 
and, also, of offering little more than a vegetative existence. 

Finally, ageing in adults is characterised by slowing of bodily and 
mental functions, increased incidence of chronic illness, and the appear- 
ance of fears and anxieties. The individual needs guidance in the matter 
of handling his physical and psychological disabilities and in avoiding the 
consequences of frustrations and losses. 

Some people age successfully. Winston Churchill and Herbert Hoover 
are examples. They are financially secure, they enjoy unusually good 
health, they have families and friends, they know they will receive sympa- 
thetic care when they are very old and infirm. Perhaps most important 
of all, both have been allowed to continue their lifetime interests into old 
age and have been sought by their countries as experienced leaders 
and counsellors. Everyone, however, is acquainted with older people 
who are not well adjusted, who are not finding with Rabbi Ben Ezra 
that 

“ The best is yet to be, 
The last of life, for which the first was made.” 
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Assistance through Education 


A year ago the University of Michigan acted upon the thinking of 
some of its staff members regarding adjustment in old age. Through its 
Extension Service it announced an experimental twelve-week course on 
ageing and living for adults. Later the course was extended to the 
Detroit metropolis. 

Decision to offer the course was based on two principles which have 
now become fairly well established. 

1. Growing old is a lifelong process of development and atrophy 
and requires individual behaviour adjustment as each new stage is 
reached. The earlier assumption that major changes in the organism 
and in mental processes were restricted to the first part of life is no 
longer held. 

2. Successful living at any age requires preparation. Elementary 
school programmes are adjusted with great care, recognising that the 
child and youth must be inducted into each new phase of develop- 
ment. Adult education in America as in Britain is based on the 
recognition that preparation for successive stages must be continued 
throughout life. The adjusted individual is the one who knows him- 
self and the conditions of living. 

The course was intended to cover all phases of life in eight broad 
fields and to include practical suggestions to aid in individual adjustment. 

Biological Ageing. In the first lecture the pathologist pointed out that 
ageing is natural and that it is common to all species. It consists of 
evolutionary changes as organs, cell tissues, and functions develop from 
the ovum and of parallel involutionary changes which actually begin prior 
to birth. Metabolism falls markedly soon after birth, motor capacities 
decline in the twenties, reproduction ceases in the forties or fifties. Evo- 
lution predominates in the first part of life ; involution, or decline and 
deterioration, in the latter part. Death is a natural consequence that 
would occur even in the absence of disease. Death, moreover, is neces- 
sary to the preservation of man—the old must disappear to make way for 
new and more nearly perfect generations. 

The lecturer recognised that all deplore the wrinkles, the missing 
teeth, the loss of virility and vitality, the decline in memory for recent 
events, and the more deliberate thinking that comes with ageing but he 
demonstrated with singular success that these are indicative of maturity, 
that it is not undignified to possess such traits, and that they may be 
signs of a full life. 

Psychological Changes. The philosophy of ageing was well established 
when the psychologist reviewed the evidence for satisfactory mental acti- 
vity well into the seventh and eighth decades. It may be Nature’s pur- 
pose to bring the biological functions to maturity in middle age and, 
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EDUCATION FOR ADJUSTMENT TO AGEING 


thus, free the individual for community participation and guidance of 
others during the latter half of life. Continued exercise of the psychologi- 
cal processes and the maintenance of human relationships, said the psycho- 
logist, appear to offer the best guarantee of satisfaction in old age. Arbit- 
rary retirement ages are in conflict with existing evidence regarding the 
differential rate of functional decline. Everyone will be happier and 
financially more secure when this fact is recognised. 

Maintenance of Physical and Mental Health. Atrophy of tissues and 
organs, appearance of chronic disease, and onset of infirmity are inevi- 
table. So, too, are changes in family structure, loss of friends, modified 
capacity for work, and ultimate retirement from all strenuous activity. 
The medical physician told how the wise individual can forestall many 
health problems, live in comparative comfort, and, indeed, prolong life. 
The psychiatrist identified the situations that are likely to cause frustra- 
tions and suggested ways in which older people may handle them in order 
to avoid much of the unhappiness and anxiety found among older people. 

Living Arrangements. Where, with whom, and how to live was identi- 
fied earlier as one of the more serious problems of most older people and 
of their children and, hence, of the entire community. There was ample 
justification for including a consideration of the mental hygiene, socio- 
logical, functional, financial, and health factors in successful living 
arrangements. This topic was presented by a social worker who possessed 
rich experience in helping older people meet their problems. 

Creative Activities. Need for leisure time activities is a natural conse- 
quence of American and British life with reduced working hours and of 
the years added to millions of lives through greater longevity. The course 
undertook to describe a good many activities which would serve one or 
more of several purposes: occupying time, using individual capacities 
and special abilities, providing a sense of creativeness, affording social 
contacts, and giving a feeling of usefulness. The topics covered included 
recreation and education through motion pictures, art, drama, reading, 
music and the radio; creativeness through painting, writing, weaving, 
ceramics, metal work and gardening ; and community participation 
through reading and listening and through actual engagement in com- 
munity affairs. This phase of the course was conducted by a group of 
experts in recreation and handcrafts. 

Religion. Research reveals that older people often turn toward religion 
to find a philosophy for old age and, hence, solace for their dissatisfac- 
tions. Fortunate, indeed, was the selection of a great religious scholar 
for this presentation. Tracing the history of religion and the short- 
comings of religious groups, the lecturer provided a broad formula for 
individual religious behaviour in keeping with the principles of ageing 


and usefulness through activity outlined in earlier sessions. 
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Social and Economic Security. Financial security, meaning food, shel- 
ter; clothing, provision for medical attention and care during periods of 
helplessness, and opportunity to participate in the life of the community 
has been seen as a basic problem of older people and of society as well. 
One lecture period was given to a presentation of the types of benefits 
or pensions available through both public and private sources. Equally 
important was the discussion of the industrialised urbanisation of society 
which has led to the appearance of large numbers of unoccupied older 
people and to the problems of housing, activities, and financial support 
for them. The needs of older populations were seen in relation to those 
of other dependent groups, and in relation to the needs of all people and to 
the productive capacity of the nation. 

Legal Problems. For the immediate benefit of the students, an out- 
standing professor of law discussed several problems having to do with 


making wills, passing property, inheritance taxes, establishment of trusts, 
and administration of estates. 


Some Results 


The first course drew fifty people ; the second had an enrolment of 
ninety. It has been interesting and gratifying to discover the students 
taking more objective attitudes toward ageing, giving more attention to 
their own physical well-being, seeking ways to exercise their mental capaci- 
ties, and practically demanding opportunity for self-expression and social 
participation. 

One demonstrable result of the first course was the formation of a 
Senior Citizens Group with a programme of lectures on cultural and 
political topics, dramatics, and recreation. Old people who have been 
withdrawn for years are eating group suppers, making new friendships, 
and playing at sports they had never dreamed of. 

The course is not a panacea. It will not supplant the services of 
individual counsellors, social workers, physicians, or other professional 
persons. It does appear, however, that the series of lectures may become 
a factor in promoting good mental health among older people and among 
those with the foresight to prepare for old age. 

Neither will it substitute for the attitudes, commodities, services and 
opportunities that society must supply. A well-adjusted population of 
older people will come about when we recognise such persons as indi- 
viduals with normal needs—wanting useful employment consistent with 
their individual capacities, entitled to living arrangements suited to their 
conditions and interests, needing adequate medical care, and requiring 
opportunity for self-expression and social participation. It is obvious that 
education has a service to perform with reference to the whole popula- 
tion as well as for the old people alone. 
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HEALTH EDUGATION AND 
THE MEDIC STUDENT 


By Ricwarp Scotr, M.D., D.P.H., 
Department of Social Medicine, Edin- 
burgh University. 


Tue Free Public Dispensaries which, in their present form at least, must 
rapidly become redundant and disappear with the coming into effect of the 
National Health Service, have provided for many years invaluable teach- 
ing facilities in several of our universities. While each dispensary had 
its unique features, all had a common pattern. The dispensary offered 
free medical advice and treatment to the sick poor. The patients attended 
for treatment and advice much in the same way as they would attend 
the out-patient department of a general hospital. Most dispensaries also 
undertook to attend in their homes patients who, being unable to present 
themselves at the dispensary for consultation, were yet not so acutely ill 
as to necessitate their admission to hospital. The medical student was 
introduced by the physician in charge to a wide range of conditions— 
the so called minor maladies—which he could not possibly meet in the 
wards of the teaching hospital, but which would comprise more than 
nine-tenths of the material with which he must deal eventually as a 
general practitioner. The student was called to the homes of his patients, 
where he was given for the first time an opportunity to accept personal 
responsibility. Furthermore, while he might be fully concerned with the 
niceties of clinical diagnosis and treatment, he could hardly fail under 
these conditions to develop an increasing preoccupation with the physical 
and social circumstances which constituted his patient’s immediate 
environment. In arriving at a diagnosis he came to include in his 
deliberations not only the material circumstances of the patient’s home 
or place of work, but also the complex human relationships which existed 
in his immediate social environment. In prescribing treatment he came 
to appreciate the need for simple explanation, reassurance and advice, 
and learned the value of social and recreational therapy as adjuncts to the 
British Pharmacopoeia. By guided case discussions his teacher could 
create the conditions whereby the student came himself to appreciate 
the necessity for treating the person and not the disease. An ounce of 
such learning by example was worth a pound of formal precept and 
theoretical instruction. 

Long before the advent of the National Health Service there existed 
(theoretically at least), under the various Poor Law Acts adequate pro- 
vision for the medical care of the sick poor. Their continued and flourish- 


123 








HEALTH EDUCATION. 


ing existence, however, demonstrated that the Public Dispensaries, run 
by private charity, fulfilled a real need. By the same token one might 
argue that there will still be a demand for the dispensaries, even although 
the services of a general practitioner are available, out of public funds, 
to every individual citizen. I doubt very much, however, that this will 
be so, since the services of a doctor are now available to every citizen 
irrespective of his social or economic circumstance, and not merely -to 
the rich, the reasonably well off, and the really poor. The dispensaries 
will continue to exist only if they can offer a service which is not merely 
as good as, but is better than that which a patient can receive by register- 
ing with a general practitioner under the National Health Service scheme. 
Few dispensaries will feel that they can or should provide such a service. 


Teaching Health Centres 

The advent of the National Health Service has thus apparently 
deprived certain medical schools of what had by some come to be regarded 
as an essential part of the facilities offered for the vocational training of 
medical undergraduates. A moment’s reflection, however, will show 
that this need not be so. The Act, which has rung the death knell of 
the old dispensaries, has at the same time envisaged the creation of Health 
Centres. Consultations between local authorities, local executive coun- 
cils and universities could prepare the way for the creation of one or 
more Health Centres which would, in fact, be Teaching General Prac- 
tices associated with a particular university. In this way there would 
become available to every medical school those facilities hitherto enjoyed 
by the few who had. exploited the opportunities afforded by their asso- 
ciation with the public dispensaries. 

Many of the difficulties to be overcome will be obvious to everyone, 
but it is not proposed here to discuss in detail the actual method whereby 
these teaching general practices could be developed. Practical experience, 
however, (admittedly of a very limited nature) has failed so far to demon- 
strate that any one of these obstacles is insurmountable. The range of 
clinical experience which could be gained by the student at these Teach- 
ing Health Centres and its relation to the undergraduate curriculum as 
a whole are also matters beyond the scope of this article. I shall confine 
myself to some observations on the value of such a teaching mechanism 
as a means of aiding a university department of social medicine to dis- 
charge but one of its duties to the medical undergraduate, viz., to bring 
him to a vivid appreciation of the role of health education as a disease 
preventive and health promotive agency. 

At the Health Centres the senior student would enjoy the unique 
privilege of seeing patients through the eyes of the family doctor. Under 
the guidance of his teacher, the general practitioner, he would be delegated 
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HEALTH EDUCATION AND THE MEDICAL STUDENT 


some personal responsibility for diagnosis and treatment. He would be 
dealing with the patient in his natural habitat as opposed to the artificial 
circumstances of the hospital ward. Some of the barriers in the way of 
his getting to know the patient as a person and as a personality would 
thus be removed for him. By his contact with other members of the 
patient’s family in the home and at the consulting-room, he would tend 
more and more not only to treat the individual and not the disease, 
but also to treat the individual as a member of a social group. He would 
learn the necessity of being able to speak the same language as his patient. 
In so far as he could be afforded the opportunity, under supervision, for 
giving a personal service to the patient, the way would be made easier for 
him to win from that patient a little of the confidence and trust which is 
not merely gratitude, but is the basis of the good doctor-patient relation- 
ship. From his personal experience and from observing the experienced 
general practitioner at work, the student could be brought to realise 
the opportunities which this relationship affords of acquiring a unique 
understanding of the patient and his needs as a step to assessing the role of 
ignorance, prejudice, laziness and indifference in the aetiology of disease. 

One method of enabling the student to crystallise his experience would 
be to ask him to prepare a report on an individual patient. He would 
summarise the clinical features of the case and attempt to answer, for 
example, these questions :—How far does the family environment, physi- 
cal and social, contribute to the aetiology ?- In what way does the patient’s 
illness affect the normal routine of family life? To what extent can 
therapy be effective when directed solely towards the patient’s physical or 
social environment ? To what extent must education, explanation, and 
reassurance constitute an essential feature of treatment? This would 
form the basis of a symposium in which the relevant members of the 
staff of the Health Centre would take part, for example, the doctor, the 
health visitor, the medico-social worker (almoner) and teacher responsible 
for health education. By joint discussion they would, from their prac- 
tical experience of the particular family, expand the student’s account 
and finally with him they would draft a comprehensive regimen of both 
medical and social therapy. In so far as that regimen would envisage 
the restoration of the patient to his optimum degree of wholeness and 
would not stop short at the immediate cure of symptoms, the student 
would be enabled by discussion based on a specific case to appreciate the 
role of education, not only in the clinical management of a patient— 
that is, in its curative and preventive aspects—but also as an agent in the 
cultivation—the actual promotion of health. 

From a consideration of the immediate needs of the patient in respect 
of health education, the student could be brought to an appreciation of 
the long term needs of that patient and his family in this regard. He 
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could be shown what existed, and could be led to speculate on what 
required to be created, in the community in which he worked in order 
to satisfy these needs. He would learn to use the agents of the local 
health authority and local education authority in special circumstances 


in the same way as he would call in a consultant to help him solve a 
clinical problem. 


Group Health Education 


Formal group health education is to constitute one of the functions 
of future health centres. This activity will presumably be an extension 
of the kind of instruction already provided by the medical officer of health 
and his staff, e.g., by doctors, health visitors, sanitary inspectors, etc., in 
the maternity and child welfare clinics and in the schools. In the Teach- 
ing Health Centre there will be room for these experts to co-operate in 
providing and executing a programme of health education which will 
have one unique feature in that it will be specially adapted to the families 
using the health centre and based on the needs which are disclosed 
through the ideal patient-doctor relationship. The student will thus be 
able to see health education being prescribed and dispensed by experts. 

The sociologists who would be members of the staff of the teaching 
health centre would encourage the student to acquire some knowledge 
of the social and recreational life of the community served by the health 
centre, and in particular would invite his interest in the activities of the 
local community centre. He would thus be introduced to an important 
method of health education, which seeks to challenge the patient to dis- 
cover himself by providing him with facilities whereby he can himself 
develop latent physical and social skills. At joint case discussions by the 
staff of the health centre, which would be a feature of the teaching 
sessions, he would learn the therapeutic value to the patient of good- 
neighbourliness and see how under certain circumstances the activities of 
the community centre could be prescribed to combat the ravages of 
loneliness, frustration and social maladjustment. 

In so far as the vast majority of undergraduates will become general 
practitioners, the main emphasis of teaching would be on the respon- 
sibility of the family doctor as a health educator. At the same time the 
training would be invaluable to the embryo consultants, specialists and 
academic teachers, who are given little post-graduate opportunity, under 
existing arrangements, of acquiring a deep insight and personal know- 
ledge of the patient in his home environment. The future administrator 
would be impressed by the need for first studying the community whose 
health he would seek to promote by means of health education, and the 
research student would be provided with the raw material for assessing 
methods and techniques. 
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hat | HUMAN STERIPISATION POLICY 





der 

cal By Moya Woopsine, Institute for Re- 
ces search in Social Science, University of 
ea North Carolina. 


As science advances, placing new power in the hands of man, processes 
hitherto held mysterious or immutable are seen to be capable of social 
, control. Population change, determined in the past by blind action of 
— natural forces (pestilence, floods,‘ hunger, disease and the like) is one 
ahh | such process now to come partly under conscious direction, at least in 
> Western society. With the development of medicine and public health, 


communities are no longer decimated under calamitous epidemics, death 
meet is being increasingly postponed for more and more people, and the 
will |!) number of children born reflects a response to social situation rather than 
ilies the expression of inherent fertility. The achievement and recognition of 
wr possibilities for control of population size has led to new interest in 


he | population quality, and this in its turn is also understood as a matter for “. 
' | social action. But one of the main controversies of our time has centred 
hin on the way in which this knowledge should be applied and how far the » 
8 rights of individuals should take precedence over common good. 


“1 The German eugenic programme, inspired by unscientific doctrines 





Pale | of race superiority and carried out in ruthless compulsory manner, is an 
as ie example of the extreme to which attempts at human breeding may be 
dis ft carried and could not be accepted anywhere outside a totalitarian state. 
self The ethical principles underlying population policy in democratic countries 
+ the y ae entirely different from those of Nazi ideology and have as axiomatic 
dine | that individual liberty cannot be curtailed except by general consent. If 
sood- therefore a democracy wishes to influence the size and quality of its future 
“es of population, it must do so through education and propaganda, encouraging 
a good and discouraging less desirable, upholding the principle of volun- 
tary parenthood and resorting to compulsion only in a restricted field 
ial where there can be no doubt of the transmission of unfavourable heredi- 
apt tary traits. In borderline cases where suitability for procreation becomes 
site a matter of value judgements, the democratic approach will be to provide 
nee individuals with some option by offering voluntary sterilisation or birth 
under — j : 
ania But these hegative measures are only one side, and that a minor one, 
neste) of a true eugenic policy. Since Galton first defined eugenics as “ the 
tiie science which deals with all influences that improve the inborn qualities 
ie of the race : also with those that develop them to the utmost advantage 
vain much confusion and argument have grown up to obscure his straight- 
forward meaning. Effort was to be directed not only towards further 
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discovery of the mechanism of human inheritance but also towards the 
improvement of environmental conditions so that existing ability might 
have a fair chance of growth and fruition. Eugenic and social ideals 
are allied ; and can be realised in a population policy which seeks to 
encourage parenthood through such positive measures as the provision 
of family allowances, better housing, free medical care, advice on the 
spacing of pregnancies and so on, while at the same time it tries to diminish 
undesirable births by a controlled practice of sterilisation. This is the 
basic philosophy of population policy in Sweden, which. has already 
resulted in some modification of the unfavourable trend of differential 
fertility, and it may well be adopted by the Royal Commission on Popula- 


tion now reviewing the position in Britain. 


Future Developments 


There are two possible future developments which would have an 
important effect on the use of sterilisation as a measure of control. 
Research in human genetics may provide a means of identifying carriers 
of defect in advance of their having children, and establish with greater 
certainty than at present the role of hereditary factors in mental disorder. 
When these are known, it will be possible to recommend voluntary steril- 
isation on a wider scale and achieve more rapid progress in the reduction 
of defective stocks. The other development lies in the realm of surgery, 
where improved techniques may lead to the operation becoming a rever- 
sible procedure. Persons can then be sterilised with the knowledge that 
this condition is not necessarily permanent, and their psychological atti- 
tude (as that of the general public) would take on a different colouring 
to that which prevails today. 

To sum up, the trend of our time is increasingly in the direction of a 
planned society. Science and technology, applied to human affairs, have 
speeded up the pace of social change and necessitated new reforms and 
new values. If it now lies in the power of man to shape his genetic 
destiny, he must act as wisely as he can on the basis of present knowledge, 
making use of selective sterilisation as one approach to a happier world 
where all people, in every sense, will be—in Galton’s words—“ well 


born.” 
BIOGRAPHICAL NOTE 


MOYA WOODSIDE.—Psychiatric social worker with special interest in research. 
Commonwealth Fellow, London School of Economics, 1942-43. Worked 1943-46 
with Dr. Eliot Slater at Sutton Emergency Hospital on an investigation of marriage 
and neurosis. Appointed Research Assistant, Inst. for Research in Social Science, 
Univ. of N. Carolina, in 1947, and carried out a study of sterilisation practice in 
the State. Since January 1949 on social work staff of Neurological Institute, 
Columbia-Presbyterian Medical Centre, New York. 
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SOCIAL FACTORS /AIN LEARNING 


By SrepHeN Wiseman, B.Sc., M.Ed., 
Senior Lecturer in Educational Psycho- 
logy, Manchester University. 


In the previous article (Learning and Teaching, Hlth. Edn. J. 1949, 
7, 83-88) it was suggested that in order to simplify the extremely complex 
pattern of behaviour which we call “learning” it was useful to dis- 
tinguish four different kinds of learning : learning by rote, learning with 
insight or understanding, the learning of muscular skills, and “ social ” 
learning. It was also pointed out that psychology had tended, in the 
past, to over-emphasise the intellectual processes of learning, and that the 
important emotional and temperamental factors had received less atten- 
tion than they deserve. While it is possible to make progress with 
children using this ill-balanced approach, to employ it with adults is to 
run the risk of complete failure. The purpose of this second article is to 
consider at greater length the kind of learning we have called social 
learning, with special reference to the learning of adults ; and also to 
emphasise how learning of all types is profoundly affected by virtue of 
the fact that every individual learner is not only a unit of society as a 
whole, but is also a member of groups and classes within the total society. 


Acquiring Knowledge and Using Knowledge 

It must be clear at the outset that we are not using the terms “ learn- 
ing” or “learner” in any narrowly circumscribed fashion : any attempt 
to modify behaviour may be thought of as typifying the learning (or 
teaching) situation. Thus the case of a patient who, on discharge, fails 
to carry out the dietary instructions of a hospital may be classed as a 
case of failure in learning ; or the relative success of a Government pub- 
licity campaign to reduce the consumption of electricity may be evaluated 
in terms of “ teaching” success. If we confine“ learning” merely to 
the acquisition of new knowledge or new skill it is clear that we shirk 
the issue, since we do not achieve the objéct of our teaching unless and 
until the learner uses his new knowledge or skill in the appropriate situa- 
tions. That is one of the great problems of organised teaching courses : 
some students are good learners for the examination at the end, and get 
high marks ; but we find that when they get out and on to the job they 
fail to use the knowledge they have obtained. We can do something to 
remedy this by a constant striving to improve not only the teaching 
method but also the examination (which should be a complete and final 
assessment of application of knowledge) but unless we have some insight 
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into the factors which prevent the learner from applying his new skills it 
is unlikely that we shall make much progress. 


Social and Emotional Factors 


The influence of social and emotional factors on learning may be 
demonstrated at all levels of learning, from the simplest to the most com- 
plex. During the early years of this century the famous Russian physio- 
logist, Pavlov, carried out his classic experiments on the conditioned 
reflex. He showed that a dog whose mouth watered at the sight and 
smell of food could be trained very easily to salivate at the sound of a 
bell which always preceded the presentation of food. This is an example 
of a very simple learning situation. His experiments have been repeated 
and extended by a great number of workers, using many different kinds 
of animals. It was found, however, that Pavlov’s techniques could not be 
used with the sheep unless another sheep were tethered in the laboratory 
—a very simple demonstration of the importance of a social factor! 

An American psychologist, Razran, has shown that subjects could be 
induced to like modern music (or to dislike it less) by playing the music 
while they were eating a free meal! This is an excellent example of 
how our judgements and attitudes are affected by factors other than 
intellectual, and we should remember that the instilling of ‘ good ’ atti- 
tudes and the removal of ‘bad’ ones are important processes in securing 
the effective application of learning. 


An Example from Health Education 

However interesting and amusing such simple examples may be, they 
do not do a great deal to help us with more complex situations, apart from 
providing pointers in the general direction of the road of progress. Let 
us consider, then, an experiment which is less artificial, and one which 
is concerned directly with a particular problem in health education. 

The state of Iowa, in the middle west of the U.S.A., is predominantly 
an agricultural state with a relatively sparse population. The state hos- 
pital, in Iowa City, has maternity wards to which come farmers’ wives 
from the surrounding countryside. It has been customary, at this hos- 
pital, for “‘ first baby ” mothers to be given advice on feeding just before 
their discharge. This was done by giving each mother some twenty to 
twenty-five minutes of individual instruction by a nutritionist, during 
which the importance of cod-liver oil and orange juice was stressed, and 
a leaflet was handed out. Here we have a typical learning and teaching 


situation, and one which, on the surface, gives every promise of being — 


successful : individual instruction given at the appropriate time, and by 
an expert experienced in the task. How successful was it? 
Such a question could not be answered by giving the mother a quizz 
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half an hour later to see whether she remembered the advice (the ‘ exami- 
nation’ method). The proof of the pudding is in the eating—we must 
wait, and then find out what sort of food that mother’s baby actually gets. 
This is just what the hospital did : a number of mothers were followed up 
two weeks after discharge and again four weeks after discharge. The 
results were as follows : 


After 2 weeks After 4 weeks 


Mothers giving cod-liver oil ‘ai 20% 55% 
Mothers giving orange juice ja 38% 55% 


The results are not very heartening—one in five following instructions 
about cod-liver oil, about one in three doing so for orange juice. Even 
after the first follow-up visit, the percentage is little over 50. Why did 
this teaching fail to succeed? 


Possible Reasons for Failure 


The failure could hardly be due to inefficiency of the teaching at the 
intellectual level—twenty minutes of individual instruction by an expert 
allows the teaching to be fitted to the understanding and capabilities of 
each single mother. The results must rather be due to the presence of 
factors of resistance in the mother which prevented her from accepting 
the advice. How can such factors of resistance have developed in this 
situation? Or did such factors exist all along, and if so on what do they 
depend? 

When we begin to look at the question of infant feeding from the 
point of view of acceptance or non-acceptance of advice, it is immediately 
obvious that most women hold very strong opinions about the subject ; 
and, furthermore, that in many cases their opinions are part of a closely 
knit code of family conduct handed down from one generation to the next. 
On pursuing the subject, we find that families in the same social group 
(in the psychological sense, and not necessarily the economic sense) show 
very similar “patterns of such family conduct. Our own experience tells 
us that the countrywoman very often exemplifies this in a very striking 
way, and that resistance to change is usually stronger in rural areas than 
in urban areas. It is not surprising that this is so: the group cohesion 
in suburban life is, on the whole, slighter than in country areas, where 
the pattern of life is entirely. different. The emphasis on tradition, folk- 
custom, the handing on of the accumulated wisdom of the agricultural 
crafts, all mean stronger and stronger pressure on the individual (from 
childhood onwards) to conform to accepted standards and norms. Even 
when the person is intellectually convinced of the rightness of a course 
of action which flouts the accepted pattern, the close emotional ties with 
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the environment and the group may make it impossible for her to carry 
out such a course in isolation. 

Here, then, is a possible explanation of the failure of an apparently 
efficient teaching technique when evaluated in terms of resultant action. 
If the analysis is correct, it ought to lead to the planning of an approach 
which might be expected to circumvent the opposing forces and lead to. 
a greater degree of positive action. 


Group Standards 


The first point to stress is that each mother on her return home must 
to some extent be in a state of conflict. She is pressed by the advice of 
the hospital to one course of action ; she is urged by group standards to 
another course. Before she leaves the hospital she is surrounded by 
nurses, doctors and nutritionists who support the one course (but note that 
none of these supporters comes from her own psychological group—she 
feels no long-term allegiance to such people) ; when she returns home, 
on the other hand, her family and neighbours support the other course. 
Since she has strong emotional ties with these persons, their pressure is 
much more effective—and, of course, they are there, on the spot, while 
the hospital contacts become more and more remote. Thus, in this state 
of isolation, it is not surprising that learning fails. 

With two opposing forces of this kind, it is hardly realistic to propose 
a solution by attempting to decrease the forces of reaction. This would 
mean attempting to alter the group standards of infant feeding by an 
intensive propaganda campaign! Even if it were feasible, it is hardly a 
policy which could be expected to bear immediate fruit. 

The alternative to weakening the force of reaction is to strengthen the 
opposing tendencies. How can this be done? First, by trying to give 
the isolated mother more support. (Note how the follow-up worked 
in this way—the figures for the second visit show a considerable improve- 
ment.) But few hospitals could afford frequent follow-ups as a routine 
arrangement—though even postal contact could be of some value here. 

Second, the mother could get more support if the givers of advice and 
instruction were more like the members of her own group instead of 
being professional workers with different standards of living, of dress, of 
behaviour, of speaking, and so-on. The mother naturally feels alien to 
the hospital group and feels little emotional pressure from within to 
accept its code of behaviour, even though intellectually she may agree. 
This seems impossible of alteration (unless we propose to appoint farmers’ 
wives as nurses and doctors!) but in fact a partial way round is possible. 

Instead of giving individual tuition because this is more efficient intel- 
lectually, we should give group tuition because this is more efficient 
emotionally. Bring together a number of farm-mothers for the teaching 
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session, so that they have the support of each other. Although they 
are strangers they come from the same culture pattern and they talk the 
same language inasmuch as they have the same group pressures and 
difficulties. 

Third, the progressive force will be stronger if the mother is led to 
accept the desirable course of action as something she herself has decided 
on rather than as a command, or a precept, or a request, from someone 
outside. The teaching situation in the hospital has previously been 


“This . . . and this . . . and this . . . . is the best for baby. Now 
this is what I want you to do. . . .” This programme should rather be 
“This... andthis ... andthis . . . is good for baby because. . . . 


This . . . and this . . . aren’t good because. . . . Which kind of diet 
do you think you’d choose? Which kind do you intend to use?” The 
change seems very slight, but in its psychological orientation it is 
profoundly different. 


A New Solution 


Having outlined a course of action designed to increase the proportion 
of mothers using cod-liver oil and orange juice, we may now judge 
how effective such a course of action is, since an experiment along 
these lines was actually carried out. A group of psychologists from Iowa 
University led by the late Professor Kurt Lewin, designed a programme 
of what they called “ group decision” to replace the previous individual 
instruction. 

Mothers were collected into groups of six for instruction on baby 
feeding, and for discussion of the points raised and the factual material 
presented. The discussion was at a matter-of-fact level, dealing with the 
problems of mothers-like-themselves, and the obstacles which new 
methods might encounter. At the end of the meeting the mothers were 
asked to say whether or not they themselves were prepared to use the 
recommended diets on leaving the hospital. This was done quite simply 
by a raising of hands. 

The results of the new procedure are shown below. The results from 
the lecture technique are also shown again for comparison purposes. 


After 2 weeks After 4 weeks 


Mothers giving Lecture {A 20% 55% 
cod-liver _ oil } Group Decision ... 47% 88% 
Mothers giving Lecture b, 38% 55% 
orange juice Group Decision ... 85% 100% 


We see a striking change for the better as a result of the new pro- 
cedure : after four weeks it has produced nearly full co-operation. 
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Conclusion 


What can we conclude from experiments such as this? The tech- 
niques cannot, of course, be carried over in detail to other situations, but 
the basic principles upon which they are founded are obviously of great 
importance in the field of health education in particular. Lewin and 
his workers have demonstrated the effectiveness of the group-decision 
method in such diverse fields as the alteration of food habits (e.g. in 
increasing the consumption of milk) and in the level of production of 
sewing machine operators. The important thing to remember, however, 
is not “‘ group-decision ” as a sort of catch-word, but rather that group- 
attachments and group-involvements are often of prime importance in 
considering adult learning, and that an intelligent appreciation of this 
fact ought to lead us to a drastic overhaul of some of our present teaching 
and propaganda methods. To dismiss old-wives-tales and family 
nostrums and related phenomena as “a lot of superstitious nonsense ” 
gets one nowhere: they are factors which have to be considered and 
circumvented if we want our teaching to be successful. It is hoped that 
this very brief exposition of a very complex problem may be of some 
value in suggesting new lines of attack. 


Note.—For those who are interested in the lowa Experiments, an accessible 
account of them is given in Newcomb and Hartley, Readings in Social Psychology 
(New York 1947. Henry Holt & Company. Pp. 330-344). 
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PROBLEM CHILDREN 
By Witu1amM Moopiz, M.D., F.R.C.P., 
D.P.M., Physician in Charge, Depart- 
ment of Psychological Medicine, 
Unwersity College Hospital. 


ConTENTMENT in life can be achieved only through the fullest possible 
development of the intellectual faculties and of the ability freely to experi- 
ence and normally to control the emotions. Child guidance aims at the 
early recognition and, where possible, the correction of maladjustments 
likely to prevent this. The common causes of these are now known so 
they can often be avoided. This is its preventive function. 

Child guidance is also curative in that it deals with children who have 
already become difficult and neurotic. Most of these are stable enough 
to be led back to a reasonably satisfactory adjustment to life, but there 
are a few who, though well endowed with intelligence, are inherently 
unstable, and their treatment presents many difficulties. 

The problems with which child guidance deals, fall, therefore, into 
three main categories: the care of ordinary children so that they may 
be afforded conditions of life and of work which will permit them to 
develop their personalities and natural capabilities as fully as possible, 
the recognition of the signs and symptoms of maladjustment and its 
correction, and the diagnosis of those, fortunately rare, cases where a 
child is the victim of mental illness. 

Child guidance clinics are often asked to advise on and to treat juvenile 
delinquents. These present a difficult problem because delinquency 
usually depends on a number of factors, each of which may be in itself 
not very obvious or important, but which when added together are enough 
to upset the child’s behaviour. Frustration over school failure and criticism, 
blame, and maybe punishment which the child feels to be unjust, often 
lead to truancy and getting into mischief. Too lax discipline at home 
or in school, lack of parental affection, or the example of a loose moral 
attitude and the emphasis on ‘ toughness’ in films and juvenile litera- 
ture, can be contributory. Delinquency will be controlled only when 
it is tackled with objective understanding from the point of view both 
of the child and of society. The one must be given opportunity and 
encouragement to develop the mind and personality normally and fully, 
and the other must set a good example, and provide a feeling of unity 
in family life, and that necessary discipline and control which make for 
security. 
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Assessing the Problem 


The first essential in child guidance is that the ‘case’ be fully and 
scientifically investigated. This does not mean that the child need be 
put through a searching examination in the hope of unearthing intimate 
psychological information. This is sometimes helpful with older children 
who are seriously ill mentally, but it is never necessary, or advisable, in 
other cases. All that need be known can be deduced from the informa- 
tion given by parents and teachers. 

Tests must be applied to discover the level of the intelligence. These 
are usually taken by the child as a matter of course, and so do not upset 
him at all. It cannot be too strongly emphasised that tests are little 
help unless carried out by an expert. When they are they give informa- 
tion of the greatest value about the various faculties of the mind and the 
directions in which these can most profitably be developed. They also 
show where the child’s difficulties in school work lie, and this is highly 
relevant since most ‘ problem children’ are backward. The results are 
set out as a descriptive analysis. The idea of a rigid numerical quotient 
is now being given up. Observation of the child during the tests also 
yields information about his attitude to school work, and to problems in 
general. He may have unusual difficulty in tackling a job, but once he 
starts he gets on well. He may dash at a problem before thinking it out 
and without clearly understanding what he has to do. He may be 
uncritical of his results and pleased with anything in spite of mistakes, 
or the slightest error may bring him to a standstill. Some children are 
independent, and try hard, rejecting any suggestion of help ; others 
attempt to get someone to do the job for them if they can. In this way 
intelligence tests can throw a great deal of light on temperament and 
attitude of mind. 

Assessment of the personality is best arrived at through information 
collected from those who know the child in his ordinary life. It is 
not always easy to get the right kind of information, because the essential 
things are not just what the child does, or the experiences he has had, 
but the way in which he does them, how his experiences have affected 
him and how he has responded to them. It is the emotional meanings 
and results of his experiences that matter, and which alone can provide 
a picture of the environmental forces among which the child has learned 
to live, and, using the experience thus gained, to adjust to life. Clearly 
there will always be two sides to the problem—the environment and the 
child. Occasionally one or other of these may seem to be the main cause 
of disturbance, but even then it seldom remains so for long. In an 
attempt to adapt or correct, the other soon becomes involved as well. 

There is nothing very strange or unusual about the majority of child 
guidance cases. The children and the adults involved are just ordinary 
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people who through some unusual force of circumstances have become 
disturbed, and their emotional relationships complicated. Some are 
handicapped by nervous temperaments, others try to practice what they 
imagine to be modern methods, and there are reactionaries who believe 
in stern and cruel discipline. Ambitious parents have hopes for dull 
childrens’ success that cannot possibly be fulfilled, others allow brilliant 
ones to stagnate, or even try to slow down their progress in the fear that 
they may ruin their brains through overwork. Many intelligent children 
labour under specific difficulties in learning. Every case presents a new, 
intriguing combination of causes and effects. 


Requirements for Normal Development 

Broadly stated, the essential conditions for normal child development 
are emotional security, affection, and work. The child must grow up 
accustomed to know what is likely to happen in his little world. He 
must realise the unfailing sequence of good behaviour and approbation, 
bad conduct and punishment. Success must bring satisfaction, and failure 
advice and encouragement. He must be accustomed to promises being 
kept, and to receiving sensible replies, suitable to his understanding, to 
his many and varied questions. He must be given normal affection, and 
allowed to demonstrate and express his own in return. Parents who are 
short in temper often fend off their children with stupid answers, or tell 
them not to ask such silly questions, and if they are emotionally disturbed 
they may starve them of natural affection or smother them with maudlin 
sentiment. Work must be adjusted to the age and capacity of the child, 
but more children are starved of outlets for their intelligence than are 
injured by its over-stimulation. Reading, writing and number cannot 
be fed to a child too early, for they have a value in training the mind 
and absorbing mental energy far in advance of any other subjects or 
pursuits. The child whose energies are not thus naturally occupied tends 
to become anxious, fearful, and neurotic. Backwardness in the basic 
subjects is often the first sign, as it may also be the cause, of serious 
disturbances of behaviour and personality. 


Resolving the Problem 

Treatment in child guidance depends on the common sense use of the 
information obtained about the child. The education must be adjusted. 
This is often difficult because most schools are overcrowded, and many 
teachers have never had the opportunity to study unusual children and 
their special difficulties. In some schools emphasis is laid on the less 
academic subjects so that the duller children do not appear at a 
disadvantage. And often the onus of failure is laid on the child and he 
becomes disheartened and ceases to try. 
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Emotional tangles in the home are more difficult to adjust, but these, 
too, can usually be straightened out if they are approached objectively in 
a spirit of co-operation with the parents. It is useless to assume a superior 
attitude, to lay down the law, or to point out where parents have gone 
wrong and where they are to blame, and one must never take sides, 
There are, of course, parents who are so unintelligent, or so biased that 
they are incapable of seeing any point of view but their own, but in 
clinics these are in the minority. They do not readily come for advice. 
This is clearly a weak point in the work, because there must be many 
difficult children whose parents refuse to admit that there is anything 
in their troubles beyond naughtiness, and who take no steps to cure them 
except perhaps physical violence, or, when that fails, an appeal to the 
juvenile court or maybe just an attitude of righteous frustration or neglect. 
Treatment in such cases cannot be of individual children. I¢ must be 
through gradual enlightenment of the community. Unfortunately the 
general dissipation of knowledge is greatly handicapped by injudicious and 
unwise publicity of theoretical psychology, and often by the unintelligent 
criticism of people who claim to speak with authority but are afraid of 
the subject. 

Where parents are co-operative and want help, they are receptive of 


suggestions, and when the observed facts of the case are put before them | 


unemotionally and in logical sequence, they are usually able to accept 
them. Often the behaviour complained of, though disturbing, is not 
essentially abnormal, but only exaggerated. Usually it is a response to 
some emotional strain that the parents have either not recognised, or 
perhaps not linked up with the undesirable behaviour. Adults often 


have difficulty in appreciating how important apparently simple things | 


may seem to the child. 

The variety and combination of these complications is almost endless, 
but when they are explained to the parent, and he comes to appreciate 
their validity, he can see them in a less emotional light, and they assume 
normal importance. 

When the child has become neurotic, then he must be treated indi- 
vidually. The methods used depend on the age and intelligence, and on 
the nature and basis of the difficulties. Older children can often discuss 
their troubles, and then the treatment becomes much the same as in the 
psycho-therapy of adults. Where children are so young as to be unable 
to put their emotions into words, they may be able to express them in 
play with dolls and other objects or in spontaneous drawings. Some- 
times all that is necessary is for the psychiatrist to assume the role of an 
unemotional, uncritical, but understanding grown up, thus giving the 
child confidence and allowing him to talk freely about the ideas and 
thoughts that disturb him. And talking brings release of emotion. 
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The Results 


The first child guidance clinics were opened in this country just twenty 
years ago, using methods which had already been found successful in 
America. The value of the work is difficult to assess because its effects 
extend beyond the cases treated in clinics. The general knowledge 
accumulating will in time decrease the number of problems which develop. 
It is early days to make any definite statement about the results achieved 
by treatment of individual cases, but there is no doubt that they com- 
pare favourably with those in any other medical specialty. Though the 
number of clinics in this country has rapidly increased, the demand for 
their services has grown even faster. This is an indication that the work 
is appreciated, and that in the opinion of the community it satisfies a 
need and is considered worthwhile. 

The recognition of this value is shown in recent legislation which lays 
down that child guidance shall be made available for all school children. 
This will take some time to promulgate, because of the scarcity of trained 
staff, but every effort is being made to meet this shortage as quickly as 
possible. 


BIOGRAPHICAL NOTES 
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FILMS 


NEW TOWN. 1948. Sound. Technicolor. Produced by the Central 
Office of Information for the Ministry of Town and Country 
Planning. 9 mins. Availability: Free loan from the Central Film 
Library. 


This is the first of the humorous cartoon films featuring the character of Charley | 


and deals with town planning by means of cartoons and animated diagrams. It 
begins by showing the old conditions, the growth of the town from the village in 
a haphazard fashion. The new town is built with good road and rail communica- 
tions and the factories are built close to the railway so that the smoke blows away 
from the town. It contains detached houses, semi-detached houses, flats, a civic 
centre, cinema, shops, public houses and public gardens. The contrast is shown 
between going to work in an old town in an overcrowded public bus and in the 
new town by bicycle through pleasant and spacious surroundings. 

The film is most attractive and contains very clever and almost unforgettable 


cartoons. It is suitable for public audiences and top forms in secondary modern § 


schools.—L. E. H. 


YOUR VERY GOOD HEALTH. 1948. Sound. Technicolor. Cartoon ~ 
Film. Produced by the Central Office of Information for the 
Ministry of Health. 9 mins. Availability: Free hire from the © 
Central Film Library. 


This is the second of the ‘Charley’ films and in a humorous manner by means 


of cartoons gives a very simple account of the new National Health Service Scheme. | 


It first shows the already-existing public health services—drains, water, the removal 
of refuse, etc. 


Charley sees no good in the new Act, but it is explained how it covers him, his | 


wife and his children, and includes the doctor, the hospital, X-rays and medi- 
cines, during any illness from a cold to a serious accident. The colour is very 


cheerful and bright but the picture drawn is over-optimistic. Charley always finds | 


the doctor at home and no long queue of other patients. 

Nevertheless, it is a very clever little film and will be most useful for showing 
to general audiences and to older school children in connection with their current 
events lessons.—L. E. H. 


CHARLEY’S MARCH OF TIME. 1948. Sound. Technicolor. Cartoon 
Film. Produced by the Central Office of Information for the 
Ministry of National Insurance. 9 mins. Availability: Free hire 
from the Central Film Library. 


This simple cartoon film is the third of the ‘Charley’ series and deals with the 


National Insurance Act. It treats the subject historically and shows man’s search 
for security from the dawn of history. Even animals strive for security. Cave man 


entered the caves on the same quest. In recent times measures were taken to [| 
insure against illness, industrial injury, old age and unemployment. Then in 1948 


came the National Insurance Act. 

The film abounds in excellent cartoons, all bright, lively and attractive ; and it 
can be highly recommended as a simple exposition for general audiences and for 
social history classes especially in secondary modern schools.—L. E. H. 
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BOOK REVIEWS 





Human Nutrition, by V. H. Mottram, 
M.A. (Edward Arnold. 1948. Pp. 
270. Price 6s. 6d.) 


This book is intended as a practical 
presentation of the science of nutrition 
for students of dietetics. That the 
author has succeeded in his task there 
is no question. The book contains a 
clear exposition of nutrition, including 
digestion and metabolism, of dietetics, of 
the composition of foods and the effects 
on the nutritive value of cooking, pro- 
cessing and storage, and an excellent 
and welcome chapter on food hygiene. 
The author’s conception of his subject is 
refreshingly broad and he rightly in- 
cludes the soil, the plant and pathology, 
as well as biochemistry, physiology and 
the hospital ward in his purview. The 
outstanding feature of the book is its 
clarity. Partly this comes from the 
author’s long experience as a teacher, but 
mainly it is due to his flair for writing 
easy and understandable English. Be- 
sides dietitians, the book should be use- 
ful to medical people engaged in public 
health and clinical medicine, and indeed 
to anyone with a scientific background 
wishing to acquire an elementary know- 
ledge of nutrition. 

The book, however, is not without its 
defects, and it is only fair that these 
should be pointed out so that the author 
may bear them in mind in preparing 
future editions, of which it is hoped 
there will be many. To say (p. 2) 
“tissues slough portions of themselves ” 
gives a wrong impression of wear and 
tear. The author has fallen into the 
common error of comparing the per 
caput energy value of the gross food 
supplies of the U.K. “2,600 to 3,000” 
calories with that of the rations in cer- 
tain parts of Europe, “1,500 calories” 
(p. 15) ; rations should be compared with 
rations. Violent exercise may cause a 
rise of 1 to 2° F. in body temperature, 
but a rise of 4° F. (p. 16) would surely 
be highly abnormal. To call starch “a 
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plastic” (p. 32), however true chemi- 
cally, is misleading. The aetiology of 
nutritional oedema is not as simple as 
he makes it appear (p. 64)—due to lack 


of protein. One wonders what is the 
scientific basis of the assertion that man’s 
diet was mainly protein for a million 
years and that vegetable foods only 
appeared in it during the past 7,000 (p. 
65). The pig is said (p. 109) to be the 
best converter of animal feed into calor- 
ies ; it is, in fact, inferior to the dairy 
cow. The bread ration in U.K. for the 
ordinary consumer was 9 02Zs., not 7 OZs., 
daily (pp. 136 and 198). The chapter 
on digestion, absorption and metabolism 
would have been improved by inclusion 
of chemical formulae. It is very doubt- 
ful if the acquiring of a taste for a new 
food can be called a conditioned reflex 
(p. 213). Ome wonders why a person 
who likes wholemeal bread should be 
considered a faddist any more than one 
who likes white bread (p. 226). 


H, E. Macee. 


Tue Search For Heattu, by D. Stark 
Murray. (Watts & Co. 1948. 
Pp. 158. Diags. Price 2s. 6d.) 


This is a readable little book cover- 
ing a wide field of medicine. There 
is much to interest the non-medical 
reader written, for the most part, in 
non-technical language which should 
be readily understood. 

In 16 chapters none of which exceeds 
20 pages, the author deals briefly but 
concisely with physiology, psychology, 
bacteriology, immunology, parasitology 
and haematology. Industrial, virus and 
neoplastic diseases are described and the 
various vehicles of importance in the 
transmission of infectious diseases dis- 
cussed. The book concludes with a 
chapter on problems for the future and 
the part to be played by the National 
Health Service. 

There are a few mild criticisms; 








although the author includes much bac- 
teriology there is no mention of staphylo- 
coccal enterotoxin food-poisoning, and 
no reference to the technique of propa- 
gating viruses on egg membrane. The 
bacteriological nomenclature is not up-to- 
date, terms such as Streptococcus brevis 
and Streptococcus longus have long since 
ceased to exist. The allergies are com- 
pletely omitted. 

It is easy, however, to pass over these 
anomalies which will be apparent only 
to specialists on the various subjects and 
to praise the little book with its wealth 
of knowledge expressed so clearly and 
simply. 

Berry C. Hosss. 


MarriaGE Counsetuine, by David R. 
Mace, with a foreword by The Rt. 
Hon. Henry Willink, M.C., K.C. 
(J. & A. Churchill, Ltd. 1948. 
Pp. 167. Price 8s.) 


This is the first full account of the 
work and underlying ‘ doctrine’ of the 
Marriage Guidance Centres, and a very 
honest and freshly written account it is, 
perhaps none the worse for having been 
done in a hurry. The old hand in the 
field of mental health work will find no 
new principles, but must welcome the 
emphasis on prevention. 

The book contains a description of 
what happens in centres, of how coun- 
sellors are selected and trained, a clear 
statement of the ethical viewpoint taken 
in respect of questions such as divorce, 
birth control and A.L.D., and lastly a 
brief socio-pathological review of causes 
of marital failure. It is reassuring to 
hear of the care with which the secrecy, 
balance and integrity of this delicate 
work is guarded, but perhaps a little 
worrying to learn how largely it is in 
the hands of amateurs. It is no reflec- 
tion on Dr, Mace or on the M.G.C. to 
make this observation, or to point to the 
woefully backward state of research and 
of professional penetration into this vital 
field. Advance may come firstly if the 
community decides that the whole sub- 
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ject merits adequate socio-psychological 
investigation (perhaps starting from 
Terman’s pioneer work); secondly if 
psychiatrists and social scientists can 
reformulate their parallel researches and 
views into an integrated approach to 
inter-personal relationships from the 
cradle to the tomb. This need emerges 
at all points of this valuable book. Men- 
tal and social health, like peace, is indi- 
visible, and it is questionable whether 
separate bodies for child care, marriage 
guidance, industrial mental hygiene, etc., 
are really the best. way of implementing 
this truth. The problem of emotional 
maturity and its social preconditions is 
central to all this work. 
H. V. Dicks. 


Grow Up anp Live, by Eustace Chesser. 
(Pelican. 1949. Pp. 295. Price 
1s. 6d.) 


This is an excellent book for adoles- 
cents who want to know about them- 
selves—and what adolescent does not! 
It is written in a chatty style, but is not 
verbose: it is full of information yet 
not stodgy. One cannot say that the 
author does not start at the beginning, 
for he deals with “‘ How the world came 
into being,” and then with biological 
evolution, heredity, and with the respira- 
tory, digestive and other systems of the 
body, including the glandular and repro- 
ductive. But perhaps the most interest- 
ing to the adolescent will be the chapters 
on psychology, which is the author’s 
speciality, and on the social relationships 
of the adolescent including punishment 
and discipline. 

A particularly commendable feature 
of the book is that the facts and prob- 
lems of sex are interwoven with the 
remaining functions of the human 
being, mental as well as physical. It is 
well for us to be reminded that sex is 
only one of the functions of the per- 
sonality and cannot therefore be 
adequately studied in isolation. 

You can profitably put this book in 
the hands of any adolescent, and he or 
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she will find something both interesting 
and useful for their lives. 


J. A. Haprrevp. 


Sex Epucation—A Gurpe For PARENTs, 
TEACHERS AND YouTH LeEapERs, by 
Cyril Bibby, M.A., M.Sc., F.L.S. 
(Macmillan. 2nd edition. 1948. Pp. 
291. Price 7s. 6d.) 


This excellent book which was first 
reviewed for the Health Education 
Journal in January 1945 now appears in 
a second edition ; and it is a testimony 
to its soundness that only a few modifi- 
cations and corrections have been found 
necessary. In it Mr. Bibby examines in 
a balanced way the problem confronting 
us, and the inevitable conflict between 
innate drives and the requirements of 
civilised society. He goes on to discuss 
most helpfully the problems and methods 
of sex education in the home, the school 
and the youth organisation. There is a 
valuable chapter dealing with the answer- 
ing of questions and there are some use- 
ful suggestions on how those undertaking 
sex education can fit themselves for what 
is a delicate but essential task. It is good 
to know that the demand for this admir- 
able introduction to the subject has neces- 
sitated two reprints and a second edition. 


Rosert SUTHERLAND. 


Cuance or Lire 1n Women—Facts and 
Fallacies of Middle Age, by Medica. 
(Delisle, London. 1949. Pp. 76. 
Price 5s.) 


The writer of this book is a woman 
doctor who has spent some twenty years 
in practice and has specialised mainly in 
the health of women and in their child- 
bearing problems. She has come into 
intimate contact with women at the 
change of life and has realised the 
unnecessary alarm and despondency 


from which many women suffer through 
ignorance. 
This book contains a simply written 


BOOK REVIEWS 


143 


account of the change of life and might 
be read with advantage by middle-aged 
men as well as women. It aims at 
dispelling ignorance and superstition 
which, as the author says, die hard. 
Much would be gained if superstition 
were discarded and facts sorted out from 
fancies, for the suffering may be greater 
in dread than in reality. 

The average woman knows little about 
the change of life. She probably knows 
that somewhere between the ages of 45 
and 50 her periods will stop and she 
has probably heard from some of her 
women friends that she will have ‘hot 
flushes’ and ‘ floodings,’ or that she will 
become quite intolerable to her family, 
or even “go off her head.” These 
fallacies are explained in a clear manner. 
One of the best and most helpful chap- 
ters in the book is on the physiological 
changes which occur at the climac- 
teric. The various complicated hor- 
monal changes, which take place before 
menstruation can occur each month, are 
explained. Then follows an explana- 
tion of the gradual failure of the ovaries 
to produce hormones, resulting eventu- 
ally in cessation of menstruation, and 
at the same time calling for an adjust- 
ment of other hormones. The discom- 
forts which may arise when the ovarian 
hormones are suddenly withdrawn, or 
when the other hormones do not adjust 
themselves, are described and advice 
given about how, with the increase of 
medical knowledge in the last few years, 
these discomforts may be relieved. 

The two chapters on moods are 
interesting and full of common sense. 
As the author says, “ Although many of 
the symptoms at the change of life can 
be uncomfortable, it is undoubtedly the 
risk of having moods which is most 
dreaded by the average woman. This 
must be partly because any troubles of 
the mind are liable to be more alarm- 
ing than bodily ailments.” Emphasis is 
given to the need, at this time, for 
thoughtful understanding by the rela- 
tives of the menopausal women, especi- 
ally of the woman who has given all 
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her care and thoughts for many years to 
her children. The children have prob- 
ably left home and if she has no outside 
interests she may readily become maso- 
chistic. The need to find new activities 
through these years as well as later years 
and to replace those which are lost is 
stressed. 

This small book deserves a wide pub- 
lic. The information it gives may pre- 
vent unnecessary suffering not only to 
the menopausal woman, but to those 
who come in contact with her. 


Giapys H. Dopps. 


NursINnc For THE FururE—A report pre- 
pared for the National Nursing 
Council of America by Esther Lucile 
Brown. (Russell Sage Foundation, 
130 East 22nd Street, New York, 
10. 1948. Pp. 198. Price $2.) 


This survey of the field of nurse 
education in the U.S.A. was undertaken 
because of the concern felt by the pub- 
lic and the profession over the insuffi- 
cient numbers of nurses available in all 
branches of nursing. 

The questions examined in the report 
are, who should organise, administer and 
finance professional schools of nursing, 
and how the education of the nurse 
should be planned. 

The field has been surveyed thoroughly 
and systematically and the informed 
opinions of those working in it have 
been sought and utilised. 

There is an interesting chapter on 
the use of ancillary nursing personnel, 
the practical nurse, the attendant and 
the orderly which gives a clear picture of 
the advantages and disadvantages of the 
development of these differing grades of 
nursing. 

The chapter which chiefly engages 
one’s attention is that on Education for 
the Professional Nurse. Dr. Brown says 
that the education of the professional 
nurse belongs “squarely within the 
institution of higher learning.” 

She suggests that what is needed is an 


integration of academic and professional 
training as the future pattern of nurse 
education and gives excellent reasons 
why this is so. 

This is a valuable book and makes an 
enlightening and constructive contribu- 
tion to the problem of how a nurse 
should be educated. 

J. B. Rute. 


THe Home Herp Orcaniser, Vol. I, 
No. 3, Feb., 1949. (National Asso- 
ciation of Home Help Organisers, 
31 Margaretta Terrace, Chelsea, 
S.W.3.) 2d. Monthly. 


The Home Help Organiser can be 
recommended as a useful little journal. 


Possibly paper shortage accounts for | 


the small type-face but it is rather trying 
to read. 
The Editor has wisely kept in mind 


the need for practical advice, in this | 


most practical of services, descriptions 
of personal experiences providing a 
notable share of the contributions. 
Letters from home helps themselves 
might form a valuable supplement. 
Interesting points dealt with have in- 
cluded night home help, men home 
helps and the application of the 
National Institute of Houseworkers 
examinations to home helps already 
employed. 

A useful conference report is included. 


E. D. Irvine. 











Tue Gate, by Eva C. H. Young. (Robert fj 
Gibson & Sons, 45 Queen Street, [ 


Glasgow. Pp. 64. Illus. Price 1s. 6d.) 
This well illustrated little book is f 


admirably suited as a reader for children 
in the older forms of primary schools 
or in the first forms of secondary modern 
schools. It will back up the teacher's 
work in health education as he tries to 
put over the best attitude to health 
habits. 


P, M. Tayzor. 
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